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form C.

Cammontomltjr nf lJtassa:t|msetfs.

Xo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

Date of Death,

Full Name of

FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

*3 "
190

sed, drrcud (TdtfxZnyMs /To udtey^

If a manied or divorced

woman or a widow give also

1 Maiden Name,

IName of Husband,

Sex, Color, Cd Single, Marriod, W4dowod or Dlvorced-y-

Age, dV Years, // Months, /^ Days. Occupation,

'97as2jL dke^cujb* Residence
{ aio^tafeS

}

Place of Death, QdcA'lAA'tsfd

Place of Birth, oCx TdbsSZxl-

Name and Birthplace of Father
, ClAajd d, /d (sfc£ey> SH'JZA

Maiden Name and Birthplace of Mother, / }/L >'
l O' t /.O^i^gA c^'^-

! Signature and (

4^-— 190 of Undertaker.
j (Id)

Place of Burial (Give name of Cemetery),

TJ&./LDate

on

'yi/t&uQ^

7
PHYSICIAN’S CERTIFICATE.

Name and Age of Deceased,! /\dddkZSlCt d~? ^)f.X ^ Age,cT^ Y. M . /X-< D.

Place and Date of Death, died at ... 3 190 <jT

... ,, ( Primary, Duration,
Disease or Cause

)

J
/

of Death,!
Immediate, Duration,

I certify that the above is true to the best of my knowledge and belief.

- C2Ur2Si^XZ_.
Signature ami Kesidence 1

of

Certifying Physician.

M. D.

/d?A. .. od
Date of Certificate, cr^ny. 190>5.

7

* Oi?c alto ntreet and number, if any.f f Ulvo sex of infant not named. If Btilbborn, »o stnte.

. If a Soldier or Sailor in the War of the Rebellion, giye both Primary and Immediate Cauae.

Countersign and transmit to the cleric of the city or town.

,d?Y s' d?xd(Si.— -

Agent of Board of Health.
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Permit No.

OF DEATH.

f

Year, , Year,
[

j

Month, .yfi&fy?. Birth
j

Month, . . .& * " -^ge
i

1 Day, 1 Day, $

.Name in full,

Maiden name,

Fesidence

Years,

Days,.

,./6 o* :/ Vl. •

Sex ,

Male.

(. Female.
Conjugal condition

f
Single.

|

Married. 1

|

Widowed.
I Divorced.

Widow of.

f
White.

\
Black (Negro or mixed).

Color \ Indian.
I Chinese.
I Japanese.

Wife of

Place of death\ ^
eet ’

jJ umber, J ^ ^ s -

Place of birth,

Occupation,

Name of Father, ^bu***&c J^f^^^^Mfaiden Name of Mother,

Birthplace of Father, ' Birthplace of Mother.

Place of interment,

Ff.W , 2
Undertaker

.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston,
*J

190 y
Name and age of deceased,,

*1y vjh ..Age,.,.7 '

y years.

Date a,nd place of death,* /U
I
Chief cause,

Disease

Duration

I Contributing cat

{ Chief cause,

i Contributing cause,

tFLA *

// )

I certify that the above is true, to the best of mu knowledge and belief.

...MD.
Name and residence

|

of physician, )

•If In an Institution, state how lonn on Inmate nud previous residence. J L/ /]/] ii A/C
The office of the Board of Health will be open for the granting of per mitt for burial, as follows : — Saturdays, 9 A hTtlll I P.M

, except during th£ months of June,

1
AT>Wl/WV(J\w'

I P.M,, except during th^ mon
July, August and September, when the office will bo closed on Saturdays at 12 M.

;
Sundays, 10 A M. till 12 M

;
Holidays, from 10 A M. till 12 M

;
othor





CITY OF BOSTON. COMMONWEALTH OF MASSACHUSETTS.

RETURN OF A DEATH-1904.
full name Annie.. . 1£. . ,M.c.G.r.e.al Registered n© 354

Plac
,

e ° f
,?
eath

£ Er.ee. ..Home. ...f or....Consumptives. ..Quince. ..S.t Boston Mass
and Residence

j

^ ^

Age .1.0. years months 2.5 days.Date of Death <X.9Ji..l.l. 1904.

STATISTICAL DETAILS. PHYSICIAN'S CERTIFICATE.

SEX COLOR SINGLE, MARRIED, WID., DIV.
I HEREBY CERTIFY that I attended deceased during last illness,

female .... .whi.t.e single •

Maiden Name

from 1904 to 1904,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows

:

Husband's Name. iS)
:

J

Eul-....T.uber.c.ulos.is.

Birthplace East-Bo.ston-Mass 5....months

Name of T
Father J .310.6.!

Birthplace T n
of Father Ireland.

Contributory :

(Duration)

Maiden Name
of Mother

Birthplace

of Mother.

Winnifred Welch.

Ireland (Signed)
” &hn B "reanor m.o.

Occupation D.Qfflaati.e. da:: If. r.. 4

Informant..

SPECIAL INFORMATION from Hospitals, Institutions, Transionts, or Recent

Residents.

r!

aC

remov
B
a7.'.

al

.¥.0 ly... Cr O S3 .Mal.d3.il. Usual Residence W.in.t.hro.p....Mas.s..

Undertaker S.uraner....E.lQ3r.d. Filed lari... .14. 1904.

A true copy.

Attest

:

Registrar.
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Form C.

Commoniufriltlj of Jltassailjusetts.

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

/A (FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death, U iXn 1 < /5 ff 190

Full Xame of Deceased, JJ lutAlAP’J' C/ / / i.lA„

If a married or divorced

woman or a widow give also

1 Maiden Xame, J&...uwA ii/sn. ty3--.

/ Xame of Husband, fS'/L.
JlM.1U 01UP >

Sex, Color, ///'HA*. Single, Married-, WidiJimt-ui Di '
i

' uroed
,

Age, // Years, Months, /tJ Days. Occupation, "

* Residence
{KafeS } S/" ..A'

'

^

Place of Death,

Place of Birth,

// rs 'f ff

Xame and Birthplace of Father

.

,
crfviA^.

Maiden Xame and Birthplace of Mother, C /̂lA/^- y

Place of Burial (Give name of Cemetery), //''l. 1.tr^
Dateoh'cit.. Q.ju.i.1 i...LA_k-JP Signature and l

\ I ./r— . / place of business l

0^, :j.qLU.iAJ.^ J\D 190
'f of Undertaker.

^

PHYSICIAN’S CERTIFICATE.
Xame and Age of Deceased C^£u eg* C?U /1PH Age, 4^^ Y. /^LJ).

Place and Date of Death, died at USIArr' Mf ' 190^

\(

W Jltcu*

V
/^ lAA^/PnU^ &P&/

A

Disease or Cause
of Death,!

Primary,

Immediate,

,CXAAs^.Ary:.\AU\. Duration, ...ac

~f
.. Duration,

1 certify that the above is true to the best of my knowledge and belief.

Signature and Residence '

of

Certifying Physician.
(

M. D.

Date of Certificate,
I
L 190

1/
• Give also street and number, if any. f Give se^ of infant not named. If still-born, so state,

t If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.



RETURN

OF

THE

DEATH



Form C.

Cantmoniwdlfe of lllassacfritsetls.
y*

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred,

( ) (FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

s, * . J . / J 1 '/
Date of Death,..

Full NameW l5eceased,

If a married or divorced

woman or a widow give also

'i Maiden Name,

J Name of Husband,

Sex, Color, C22 Single, M-awiarl, WiMowed ™

Age, b Years, ^ Months, Days. Occupation,

* Residence
{ Ktafe fun£

}

Place of Death,

Place of Birth,

Name and Birthplace of Father,

(J'f(^n CJlA^z

s r

Maiden Name and Birthplace of Mother,

Place of Burial (Give name of Cemetery),

Signature and
place of businessy place of busines

.190 of Undertaker.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! i Age, ^ Y. M. C D.

Place and Date of Death, died at .s? £ Iff ^ 190 /£

Disease or Cause i

QM)eath,t
j
Immediate,

iJ

Duration,

- Duration,

%

certify that the above is true to the best of my knowledge and belief.

(2 u
'2rh

..-.(22...
~^~2\ pj&i/Z-'

Signature and Residence
‘

of

Certifying Physician. ,

Date of Certificate, (M'V... 190 H
• Give alto street and number, if any. f Give sex of infant not named. If still-born, so state.

{ If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

/

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.



return

of

the

death



[ll-’02-37-LM.J

Permit No.

RETURN OF DEATH.
[, MASS.

Name in full, fZPNlNf yff

Sex, x

(If a married or divorced woman give mahU*^ name, also name of husband.)

Color,.. Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

Age, y' X Years, . fJ- Months,X6 Days. Occupation,
_ f / xi ~ /

(Single, Married, Widowed or
Divorced.)

zee, ..tf~./Ilekidence

Place of Death, .4. X...

Place of Birth,

Name and Birthplace )

of Father, )

Maiden Name and )

Birthplace of Mother, )

Place of Interment,

Ward,

/?
(State yeai*jAftonth and day.) ..

Date of Birth,XA I fL '

““V A^oZj

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUS5 OF DEATH.

Boston, r-o 0 ' 190M,n .

. A
- uX

l
'

sf(,
ie

}
Age, 7/ years.

( Chief cause

,

CJLr\ 0 LlX>
“ J

-a J / 10

Name and
of Deceased

Date and 1

Place of Death *
'

Chief cause

,

Disease i v .

( Contributing cause, 'yrv/j -

Duration j

Chief cause,

( Contributing cause,

/ certify that the a,hove is true to the_best of my.knowledge and belief

.

-Name and Residence 1

of Physician, )

* If i»n Institution, state how long an inmate and previous residence.

7 1





Form C.

(Kammontaltfr nf lltosarkxrsetts.

umpire' ^

.Vo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

/^\ (FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death, 1^/11/ X" 190*
Full Name of Deceased, W4 tJfxZ-

^
r

If a married or divorced
woman or a widow give also

1 Maiden Name,

J Name of Husband,

Sex, 7iv Color, 04- Singlo, Married, Widowed or Divorced,

Age, Years, Months/^ ' Da^s. Occupation, -C^P ^44/^24/^Co
,

* Residence / SAuJU
Place of Death, jb / gD/fi,

Place of Birth, AO/Ul^UJ^ jAAjfcz

Name and Birthplace of Father, AoAlOZf. Jt&gJJh,

ItfdZAtt4-^-

Maiden Name and Birthplace of Mother, f&) r
AcO

Place of Burial (Give name of Cemetery), 4^3 Ajp>

Datech^t ..

on QotlAldJJOUU^ -fiS.. _190A
Signature and

place of business

of Undertaker.

yi

& 2Woaa..

....

yd) fab/

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased, f Age,. ^ /. Y. —- ~M

.

Place and Date of Death, ! died at.

Disease or Cause
j

^*™Uiar^’

of Death4 1 Immediate,

£Azl.

t Hr&-

190 Y
Duration,

- Duration, djsJhLJ^*

1 certify that the above is true to the best of my knowledge and belief.

Signature and Residence '

of

Certifying Physician. .

_M. D.

Date of Certificate, ZJ*Z 190^f

0̂ -2^'

• Give alio street and number, if any.
f Give sex of infant not named. If still-born, so stale.

t If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

Cowitersign and trarmrut to the clerk of the city or town.

Agent of Board of Health.



No.

RETURN

OF

THE

DEATH



Form C.

No.

®ommnnh)taIt(} of |flassacbusefts.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

Date of Death,

(FILL OUT WITH INK. ALL NAMES TO BJE IN FULL.)

^5 & //
190

Full Name of Deceased, " Cff/

f

/ -cu, ckfO

If a married or divorced
woman or a widow give also

1 Maiden Name,

» /

) Name of Husband,

Sex, Color, kk Single, Manned, Widowed or Divorced,

Age, ^5^ Years, (k Months,

* Residence
{ stafe mi?:

Place of Death,, y uo t

Place of Birth, J
Name and Birthplace of Father,

Maiden Name and Birthplace of Mother,

Place of Burial (Give name of Cemetery), ..

Days. Occupation, x—

oS fy>. / / /~—1

S^yj

ktkkyk , yM' ^ kkyfj * •' tyklynAJ.

Dated

on

z
CK

id ats- iZl-llL
ft. 190^ ’’iTcndenake?-

99

( yj^kyps 10 'U„y -

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! (^JkldAAL CL.. yjk^Q.k^oAij Age

,
ps-.. Y.-.&2 M . k D.

Place and Date of Death, died atQh&il^lZjs/o mju^ua. zy JL_. - 190

S'* /
Disease or Cause

j

^>r* lll,a
.' >

of Death,!
j
Immediate,

Duration,

Duration,

1 certify that the above is true to the best of my knowledge and belief.

^..T— -c M D
V ) //yjs/cc

Signature and Residence '

of

Certifying Physician.

Date of Certificate, 190 .

• Give aUo street and number, if any. f Give sex of infant not named. If stubborn, so state.

| If a Soldier or Sailor In the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the cleric of the city or town.

Agent of Board of Health.



RETURN

OF

THE

DEATH
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Form C.

(Cammmxiwdtfc of IJIassaxfjnsetts.

Xo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

fT' (FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death, Q r/ '

'

190

Full Name of Deceased, / (/MA-^-fX- SlAj

I If a married or divorced

|
woman or a widow give also

Sex,

'j
Maiden Name, ^ 7 rZ

/Name of Husband,

Color,M Singila
,
Married, mdowccl or Divorced,

Age, Years, r Months, /

^

Days. Occupation,

* Rfidence { Ktafe |
•^

of Death, *y QJ fnA-/ \yPfece

Place of Birth, (D CulOI) Tl&HL .h^nJ/2,.

Name and Birthplace of Father, %J. Vcf ~ dz>. (Ay?. AlJlJzJjLriLdAL^.

Maiden Name and Birthplace of Mother, A2J..LxjldA*@.JL/- ' 1 CL A'AOC " (I'Q.J

'

Place of Burial (Give name of Cemetery),'i(^CLLt^JhCLyLA^J ^CAd/ULL^QAlLiA AL) t^ALAL. (ALA 9- l '

CMr,2>MAZ1h Signature and ( ...f^X^....lL^A\AfAAtosPj'fjnf cl
place of business { qs , / (J .

fo ^Miaaaaoai^ a) UmJ190 U' of Undertaker.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! ^OAJJLALQL 7'2A/.. t. Age,^/ C Y. M. AA...X)

!(

I

Place and Date of Death,

Disease or Cause (

FAm^
of Death, t i Immediate,

died at..y^.L \ 90^
XJtS Duration,

.xPgfaj Duration, 3> \aj-LlAJ S,

I certify that the above is true to the best of my knowledge and belief.

i M<JT
Signature and Residence ’

of

Certifying Physician.
(

M. D.

Date of Certificateicate, ™lhxJv~l— 190 y.

• Give alao street and number, if any. f Give sex of Infant not named. If stillborn, bo state,

t If a Soldier or Sailor In the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.
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CITY OF BOSTON. COMMONWEALTH OF MASSACHUSETTS.

FULL NAME..

Place of Death )

and Residence
J

Date of Death

RETURN OF A, DEATH—1904.

Altoer-t-.E-Surapt-er- Registered n 0 1&33....

.S.o.u.tii..D.e.p.t....C.i.t5:...Jio.sp.i.tal...JBo.s.t.Qn..Mas.a

..E.e.'b....£8. I 904. Age.. ...1.0. ...years.-.6 months.. 15..... • day*.

STATISTICAL DETAILS.

SEX COLOR SINGLE, MARRIED, WID., DIV.

mala single

Maiden Name -

Husband’s Name

Birthplace .Er.Q.cl.t.Q.n...Mas.s.

Name of _ ,

Father - Er.ank

of

rt

Father. ,¥.ss.t.b.ar.o...Mass.

.0.ms.a..J....Hg.ffi.i3M.

Birthplace _ TT ,,
of Mother S.a...Jxanson...-m5.s

Occupation fl.Q.0.6.

Informant

Place of Burial

or removal

Undertaker J-S - •Ha -tQman- -&-S©HS-

PHYSICIAN’S CERTIFICATE.

I HEREBY CERTIFY that I attended deceased during last illness,

from I 904 to 1904

that to the best of my knowledge and belief death occurred on th

date stated above, and that the CAUSE OF DEATH was as follows

(

P
d!S :

J

.Maaal&a. 2..9....day.s..

St/on)

'

tory

:

j

C.ong.e.ni.ta.I...Hy.dr.Qce.phaIU3.

r.e.ars.

(signed) lo.hn....H..M.c..C.Qll.uxa m.d

.F.S.b. ...28. .. 1 904

SPECIAL INFORMATION from Hospitals, Institutions, Transients, or Recen

Residents.

Usual Residence .^4.7....Shirlsy....St...Winliirp.p.

Filed

A true copy.

Attest

:

Mar-2 1904.

Registrar.
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Form c.

Xo.

Cammonbxmllfr d

RETURN OF A DEATH.

m k

To the Clerk of the City or Town in which the death occurred.

^
/"* (FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death, 2 ^
'

JlM* <^.^190

Full Name of Deceased, L'CY 7 / i tCC ' y/
( 1 C7? rf J

(
'i Maiden Name, C^C^C '? / r

J If a married or divorced ' I

I woman or a widow give also C __ . /T.
,

, . - . ,

( J Name of Husband, (iff. 1 7? X.^.7a...c£ / > /

Sex, Color, J . A - Singley Married
,
Widowed or- Di-vereedy

Age, Years, 7 C> Months, Days. Occupation, -
^

* Residence |^S! ^ 2 j

Place of Death, cQ'/? 2')J/L4.4£tA,L22.J Twr
Place of Birth,

Name and Birthplace of Father,

Maiden Name and Birthplace of Motheryl... ./<£?

Place of Burial (Give name of Cemetery), .... // IT.T^^'zTX 7>( c? /

Signature and ( tl (<13??..

c^irn . f - ^..;^\ Yr.^^sv v.

. >f c M
l

/^c

Dated at

on c?'*'* 190^ of Undertaker. (7 <7 >

- - — - -- ... — . - C*-$g

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! ££^r*v<*. '^ZJ c±J%tsns~ Age, ^9Y. / ^ M. /fy

0

, * * y / y/ • .— J cficd~A y/
Place and Date of Death, died at Z Yf4. *v ty

... ( Primary, /%]/ Duration, 2<
Disease or Cause >

J 7 7^

ot Death,! /Immediate, (
'2

.< Duration, 70

I certify that the above is true to the best of my knowledge and belief.

Signature and Residence
‘

of

Certifying Physician. ,

4^
Date of Certificate

, 7ry^, 4ud 19(V^f

_M. D.

2zi.f^cv-

• Give also street and number, if any. f Give sex of infant not named. If Atill-born, ao state,

t If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.
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Form C.

®amm0niuer<ltfj nf Jltesaxfrusetls.

Xo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT. WITH INK. ALL NAMES TO BE IN FULL.)

190^
A- (TVC(fj

If a married or divorced

woman or a widow give also

Date of Death, / L/12(2A

y

/
Full Name of Deceased,

}

maiden Name,

„

Name of Husband, L

Sex, Color, J /' Single
,
Married, Widowed or Divorced,

Age, ^ 0 Years, / C Months,^ Days. Occupation, ^f^/122

* Residence {Kuteffi} ^C?J , /SLuJj ' ^
Place of Death, / / C?)f/A.
Place of Birth, /II.A2. 4A * y

JpZ n % $/

Name and Birthplace of Father, Q /*>)//(({+. ^J<^2.JiU /. ./ /It

Maiden Name and Birthplace of Mother,

Place of Burial (Give name of Cemetery),..

Dated at

/)
X | . place of businee

Oil /(fXXCAA/. oL/. - 190A of Undertaker. (a IujlT

PHYSICIAN’S CERTIFICATE.
> jSLfrVCX- Age, (dC Y.y^ M.^,1).Name and Age of Deceased,

-

... - ——

Place and Date of Death, died at )yV2...2k.

Disease or Cause
j

Primar^’

ot Death,f
1 Immediate,

W-?. . 190
r/^.^...^^.^..190

ration,

' ’ y'‘

^^/cbJ
>

'V-^Acc

uration, /jf

I certify that the above is true to the best of my knowledge and belief.

C-y M. D.Signature and Residence

of

Certifying Physician.

Date of Certificate,

• Give also street anti number, if any. f Give sex of infant not named. If still-born, bo state,

t If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.
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Form C.

yo.

ffiomntonixrmllfe flf lllassaifrttsetts.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

Date of Death, Jx. ^
'

IFILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

4/

Full Name of Deceased,

)
Maiden Name, C:. UzLAau.

If a married or divorced

woman or a widow give also [ __ „ „ . . * J) _

J Name of Husband, tfcdsu J VZAaS.

Sex, / Color, 'Single; Marriod, Widowed or Divorced

,

—

Age, 7' Years, Month?; Days. Occupation,

* Residence {L'r.uaS”:) QzA
Place of Death, ^4 ‘/'It {./ r v i /& IdJ1pS

Place of Birth,

Name and Birthplace of Father,

Maiden Name and Birthplace of Mother^.
l/

/

Place of Burial (Give name of Cemetery), 6^7%^?/ /rp,

'l/Ll.4±.r/>

Dated at

yVioucAjon £
Signature and

. t place of business

190 yA of Undertaker.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,!

Place and Date of Death,

Disease or Cause i

Age, Y. M. D.

died at.
*J

^

1 90^ .

Duration ,**• HX^L^L

of Death,
t / Immediate, Duration,

1 certify that the above is true to the best of my knowledge and belief.a L̂.e
Signature and Residence

of

Certifying Physician. trs q&Me+'c .

iticate, lO, 1904.Date of Certificate

• Give also street and number, if any. f Give sex of infant not named. If stillborn, so stnte.

J If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or toivn.

•1gent of Board of Health.
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Form c.

ffiammonfaealtfe nf Jllassarfrusetts,

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

^(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

/y
190

cft l/tr-u&o

— iriLu ww i wiin imrv. y

Date of Death, /W/usA^ yf
Full Name of Deceased, /doiaw

{

1 Maiden Name,
If a married or divorced 1

woman or a widow give also f

) Name of Husband,

Sex, tkJ Color, OAy Siftg'lo,- Married, Widowed or Divorood,

Age, / Years, Months, / Day^. Occupation, ¥

* Residence

Place of Death, 4/f ,

Place of Birth, 0 ^ ^
~

Place of Burial (Give name of Cemetery), QA(ZJZa&Z?yis ?/) AiZ4i

/tfOk/.

Name and Birthplace of Father,
/j^

Maiden Name and Birthplace of Mother,

Dated at

on

fM,

fth^M£A^.JS¥ . 1905^
Signatme and

place of business

of Undertaker.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! /O. Age, .*//. Y.—^—M

died at..__ 2%*h^!X-
___ Duration, ,2j

Duration,

Place and Date of Death,

Disease or Cause
j

^>”niarl >

of Death,!
) Immediate,

/ D.

190^

1 certify that the above is true to the best of my knowledge and belief.

iLC2«^;_Signature and Residence
"

Of

Certifying Physician, i

_M. D.

Date of Certificate, 14... 190 #
• Give also street and number, if any. } Give sex of infant not named. If still-born, so state,

t If a Soldier or Sailor in the War of the Rebellion, givo both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Jfealth.
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Form C.

©ommonfomltfc nf

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

SexT^ZZ.. Color,
^

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

^^
Name, ^ //
Date of Death, JzferzZrtrr Z. 190 Age,. Years,^ Months, 05^ .Days.

M^U. ^44Maiden Name,
j

If
Td!™rad?

wed
!

Husband’s Name,- te-,- dr

Single, Married, Widowed or Divorced,..d/?.^..4rrruA. .^Occupation,

Residence,
) i

Jg^L

Place of Birth, ,

Tlace of Death, d _

Name and Birthplace of YatCer,. If///f/d c _

Maiden Name and Birthplace of Mother, //

Place of Interment, (Give name of Cemetery),.

—

Dated at

on
/

Signature and (£

/* place of business •<

190-4^ of Undertaker.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! Age,^^

7
Y. J M. $ ,D.

Place and Date of Death, died at Z..&
'

1 90 <d
. . ~ (

Primary,
Disease or Cause

)

J

of Death,!
j

Secondary, .

Duration, _3j ^..2*5
(

Duration,

I certify that the above is true to the best of my knowledge and belief.

Signature and Residence \

Of

Certifying Physicia

r
Date of Certificate, fNs\Lfti

M. D.

190 >.
t

* Give also street and number, if any. f Give sex of infant not named. If still-born, so stnte.

t If a Soldier or Sailor in the War of the Rebellion, give both Primary and Secondary Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.



RETURN

OF

THE

DEATH

O*
00

u*

o
cfi

H
o
<

w
h
c-

E
O

H
O
<1

C£

H
X
W

O
03

c3 ^

c3

fl
©
0Q
o
u.

&,

a

03

la

o

a>
03

O

dd
t-l

©

03

13
£

a w
Ci rw

«*-. c3

o o
« ^
bfi a>

rt -aa
33
« O

O

fc

n qj

o
2
o
33

O .s
33

o
,. 3

i «

b = 5
« cs

> " «
W ® ^

IS ®3

Ja 33
*“ a
o Si
-4-J
“

© 03
bD o
s g
O H

©
CO £
la *

S3 ^
rC
a t-<

3 3
a ^>
o CO

O
03

c3
©
"C

©
03

rt

-a

"2
‘3

o

03

a
©
'V

©
03

i- C3

oS

73 5
« 33

T3
a
a

33
o

23
33
O
3
&

° 3
d a
.2 fe

-u a
o o

<u 3
> o
'So O

a
3
'5 -3

fcD

a

3
T5

a
£2*

* a ^

33
*-2

5

>>

a >>
« ~
S a
° a
ta S
a

b£

a
c3

S
a
o
o
©
03

H

3T °

s j
© o
© o
bD £©
a

rt

o ’©

’co

a o
^ u .2

-*-> —

«

13 -
a ^

& **

^ 'no

O
02

bD

02
©

©
a
Tab
o
a
’—

o

15

o
v-<

P->

P^
02

a
cr

CO

3 «° c3

I 3
a ^
3 jZ3

•S -1

3 ^
«-r Qi

a
cr

03 o: a

© Kw

a ^
c3 C3

O)
bD
O

S .a a

T3
<D

>

rt O
^ .

' (—•

- .a

^ 03

bD

c3
03
o
bD
c

^ o^ 03

rt o

.t3 O

CO

55 y
of

such

^5

oo

5 fc %

r-i
a>

^ ^5

t-i

O r-i

SB

O
CO

C5
OJ

03

O O c3 o o a O O "a «M

H a «4-»
63 o

'+-< (T)

o 5

H a H H o H 3 H .
rt o

O
o
cc *15

a?

O
Ed

05

03

%—;

o

O
Ed

cn

O
Ed

05

—< o
a Ed

^ CO
n

'C
a
o
o

O
cc

*3
*3
>>

T5
u.

a
0

Ci
00

H

<1

t-T
CO

C5
o

£

6

>i a
.te S
o
eo

.a o

ci

(V

TZ

ci

O
02

<D o o
03 03

<U CO

> a
C5 03

03 o

- b w
2 ^

o
p->

cr
c?

a
02

C3

o
-4->

rt

o
ca

i! 5 fl

’S I g

J £ s
** « I

03

a
a>
03

03

rt

a

O
02

a
c3

e

o
H
O
w
CO

a?

a
c3
CO

o
03

bD

o
o a 03

3 Ts
03

o O
w
t-i

O
©
"rt —

;

O 73

a ca 03
*-*-> *+3 CO

a
o a
3

JO
a;

bf)

3 c5

•—

a

2
;s O

o
Ul

3
>> "H

2
O

CJ
c3

02

03 03
^3 09

* 3b

tJ "rt

'a o

32 32



form c.

(Commontaealfir of tflassadinsctts.
Js

iVo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OfJT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death,.

Full Name of Deceased,

If a married or divorced

woman or a widow give also

Sex, yl/t CrfsiC Color, /jj Single, Married, Widowod or Divorced
,

Age, Years, Months, / Days. Occupation, 'tt&t/lAsd'

* Residence {Ka°tefun?:| Jt> tfjM'CUC

Place of Death, yt^UVi

Place of Birth, */

Name and Birthplace of Father,^

Maiden Name and Birthplace of Mother,

Place of Burial (Give name of Cemetery

'(Ml/lAAAlAs
.si / .y jilace of business 1/

/

/y 190^° of Undertaker.
( )$ %-Mt

(

y),

Signature and
place of business

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! CZ-., ^ge,/£& Y._==§*_M. /3.D.

Place and Date of Death, ! died at S/QsAu.i.Jf'' 190y
Disease or Cause i

^>r”naD >

of Death,! /Immediate,

Duration,

1 hiration, ./

I certify that the above is true to the best of fny knowledge and belief.

Signature and Residence

'

of

Certifying Physician.

.M. D.

Date of Certificate, 190^<

• Gire also street and number, if any. f Give sex of Infant not named. If stillborn, ao state.

| If a Soldier or Sailor In the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.
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Commontomltfr af

Xo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death, j/ /y(24-@4^ ZZZ2 7/
.190

Full Name of Deceased,

'
TPVOM

1 Maiden Nam/ 7WcuV"
If a married or divorced~ " * " l<,ow ‘,m

J Name of Husband, (jSdtM yPV^tUp^
Sex, Single, Married, Widowed or Divor uod,

siiyf-' ^fcu/J,

Color, 04
Age, i34 Years, f Months, — Days. Occupation,

* Residence {Kafe®} / f l̂aZS *3 ezlr

Place of Death, *£/ ^ '

Place of Birth,

Name and Birthplace of Father, 43 Zfj4/r

J

Maiden Name and Birthplace of Mother, 4b2y£j4t4uAZL;

Place of Burial (Give name of Cemetery),

ol
dP,

Dated at

« 5 P <1 '
i

/
cP

A- Signature and ( __

@JLf_ 4 190 */ of Undertaker.
I // MAWU/tA^ ItS-tf

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased, f |

V KvO^ ft. Age,.* # Y M D.

a *J. 1

1

- 190 y
Q Tinrafinfi Ac

Place and Date of Death,
)

died at

Disease or Cause
j

^”lnal 3

»

of Death,! /Immediate,

Duration,

Signature and Residence
‘

of

Certifying Physician.

the best of my knowlfdsre and_

* *?

-Leijef.

M. D.

\aP^\Ai\4''J)
—

Date of Certificate,
Qv 190

• Give also street and number, if any. J Give sex of infant not named. If still-born, so state,

t If » Soldier or Sailor in the War of the Rebellion, give both Primary nn<l Immediate Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.
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Form c.

nro / - / ' -
VQs.

< *'*><* -AM

No.

Commottfomltli oi ^^BSKt^nstits.

RETURN „#F A DEATH.
To the _Clerk of the Gii*^ (^Town in which the death occurred.

fia.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

i9o */:

— v n i nr\. MU

Date of Death, S4^/Zi'£& "

Full Name of Deceased,

'j Maiden Name, / ^
If a married or divorced l ft ^ / // /
woman or a widow give also i „ _ i / :T

J Name of Husband

Sex, Color
,

-Single, Married, Wido^od or Bivorood, $6usc,:<~Z2Cl£-

rAge, Years, Months, /X Days. Occupation,

* Residence {KmeK j
^ , S^Cr,

Place of Death, . r t/'F

Place of Birth,

Name and Birthplace of Father, 'ZgAT~<j T

Maiden Name and Birthplace of Mother,

Place of Burial (Give name of Cemetery),

Dated at_ QAjmtkzfio.. - Signature and

on ....
-2.

. place of business
-J

r^ /

.... 190 yA of Undertaker.
^ / f) ZAy-tf/Z.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,!

Place and Date of Death,

Disease or Cause
j

P™ n,,r.D

of Death,}
|
immediate,

hWUi d Jd%J?jAi5L Age,-2 7y.J fa .M.t.8 D.
r

/ ^
2-^190 y:died at

. Duration, 3- ....«

Duration, ..,

1 certify that the above is true to the best of my knowledge and belief.

Signature and Residence *

of

Certifying Physician. ,

Date of Certificate,

M. D.

%AaAj.
J2=M 1903

• Give also street and number, if any. f Give sex of Infant not named. If still-born, so state,

t 1/ a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the cleric of the city or town.

Agent of Board of HeaU.lL
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Form C.

yo.

‘ 3,*
'1

Cammonbxeftltfr ai Sassarfeusetts.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT^ WITH INK. ALL NAMES TO BE IN FULL.)

1 QADate of Death,

Name of Deceased, aO/1’ /J2oatuj2J^Full

^ If a married or divorced

woman or a widow give also

l

'i -Maiden-

J Name of—

E

lnsband',

•Single-, Married, Widowed or Divorced,

, MSex, Tto Color,

Age, ^)^^Years, ( Months, — Days. Occupation

* Residence
{Kafe fuTiy! }

t
rhdZ£lA<6,/?>

Place of Death

^

Place of Birth, j\£? A l' ^ ._.

Name and Birthplace of Father, AAA Wl/tA - tf1 / hd/l/iJ^yxinAA/^

Maiden Name and Birthplace of Mother,,.

cj?j AWa^y-2-Place of Burial (Give name of Cemetery), ^

Dated at

on

Signature and
place of business

of

M/mAAslAy C5

e of business J / /
Undertaker.

^ i2AaA.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased, f Age, OAt. m.c^d.

Place and Date of Death, k

—

^ died at..Q4^.(Xalm^.. A 190 A
t,

.

(
Primary, Qrfk Duration ,

t

&A.
Disease or Cause

J
\

p
A

of Death
,

\ j
jmmediate, Duration, ...A.K

1 certify that the above is true to the best of my knowledge and belief.

V A- \|V
Signature and Residence '

of

Certifying Physician. .
Ucs

M. D.

cT

—

Date of Certificate, 190

• Give alto street and number, if any. f Give sex of infant not named. If still-born, so state,

t If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

Ujent of Board of Health.
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Form C.

JVo.

©ommonlwJtl^ d l|Iassat|ps£tts.

_ &\ jJ*

\Ak fee V)

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death,. /J/QCU <&.t

Full Name of Deceased,

( Maiden Namd,
J If a married or divorced 1

I
woman or a widow give also

[ . 1

f ) Name of Husband,.

Sex, Color, Gf Singlo, Married, W-idowod ui Di > oi
'cud,

Age, ^

^

Years, Months, /^ Days. Occupation,

* 'RpciHpnpp f If out of town, 1

' ™
xiesiuonce

j also state fully, j

Place of Death, CLfMAHJL'

Place of Birth, /Quy^t

Name and Birthplace of Father,.

Maiden Name and Eirthplace of Mother, iCA”',!.' I ' i / •

' A''

Place of Burial (Give name of Cemetery), ...
' OlA^\

Signature and

^ / place of business

190 f of Undertaker.

^UyinAAAj?Ju
rP^pAfrJj

PTHPJlMAm/ UmJ

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! Age,^/^ Y. ^ASl./
Place and Date of Death,

Disease or Cause ^

^niar} »

died^at <&.(?.. 190 ^
Duration,

of Death,!
j
Immediate,

I

- Duration,

I

1 certify that the above is true to the best of my knowledge and belief.

>?-, <2 - 2? l/~T
Signature and Residence » "

of

Certifying Physician. .

4?
C
/^yc^-gat^-

...Mh d.

Date of Certificate, 190

• Give alio street and number, if any. f Give sex of infant not named. If still-born, so stnte.

| If a Solriler or Sailor In the War of the Rebellion, give both Primary and Immediate Cause.

. „ r -

Y '
. rt

S

,

i¥ JV
Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.
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Form C.

Cammontedtfc al IPassaxfcimtte.

Xo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

190
<n

Date of Death,

Full Name of Deceased, S/AJ^OlJn?XL

{

)
Maiden Name,

If a married or divorced 1 /V) '

woman o r .„„o. Si.. ..so

|Name q(

cXX nj (y v
Sex, Color, s" -Single

,
Married, Widowod or Divoroou

,

Age, 3 Years, ^ Months, V* Days. Occupation,

* Residence {JLTJS&®:} " ^ZXX. fi

^

Place of Death, / ^ /@ XuXJ

Place of Birth, ' X/ffX/A'lAyfiZ ........ Z3
~

Name and Birthplace of Father, LZaZamA 3Zytyv ulO_. &Y/UZ^.Z
Maiden Name and Birthplace of Mother, /oaXZZiyuys^

Place Of Burial (Give name of Cemetery), CZ^XZ.ZZZo-^o
r
/Wcyy ^(/

Dated at -. Signature and (

Oil
' 190 Z 1

oTundemker!
8

| _ / j? OVPAAA4r/M, xS>Uf/J

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! ckZaaZ/ /^Y. fM. ^1).

Place and Date of Death, died at ,..pLxM^o L ytiol. **., 190 *<

„ ( Primary, 7As^/. Duration, A?.)
Disease or Cause

)

J fin v fr-

ot Death,!
j
imme(iiatej CZl^c t̂Z' Duration, .<?. Cx^joA .

1 certify that the above is true to the best of my knowledge and belief.

Signature and Residence
‘

of

Certifying Physician. .

Date of Certificate, Zsf. 190^

M. D.

• Give also street and number, if any. f Give sex of infant not named. If stubborn, so state,

t If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.
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Form C. /'/'

JVo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

< (FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death, <f&/ ''
190“/.

Full Name of Deceased, .4tzrv^~

"I Maiden Name,
,

0 iTt ai..o

j
-^ame Qf Husband, — . ( J. -

Sex.- •«!>..£/. Color, . t /. , rl Single, Mariied, Wiilotvcil 01 Bivurced,

Age, ^^^Years, Months,r <- “"-Days. OeeupatioTT,

If a married or divorced

woman or a widow

* Residence { “s^tafe fKJ: i

Place of Death
,

> /

Place of Birth,

Name and Birthplace of Father,^

Maiden Name and Birthplace of Mother, J.A-c£tc.(J3.tr ,

Place of Burial (Give name of Cemetery),

f

Dated at —tL

.. „ / O S>, (
on

/ v /

, place of business / .
p*’ ^ / C / ' j

190 // ' of Undertaker. / ,V C/tyf ,< / ; '/JW' C4£C/

Signature and

Name and Age of Deceased,!

PHYSICIAN’S CERTIFICATE.
& 'h-fi Age, -Y. M.

Place and Date of Death, died at 1 'JSjL 190^
i Primary

,
— - Duration,

Disease or Cause 1

J

of Death, t I

immediate| Duration,

I certify that the above is true to the best of my knowledge and belief.

Signature and Residence
‘

of

Certifying Physician. ,

.Cl M. D.

Date of Certificate, -Su, JV

!tf3.

190

• Give aleo street and number, if any. \ Give sex of infant not named. If still-born, so state.

J If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.
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Form C.

Cammonbxedtk of lllassarlwsetts.

Xo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death, -Px <=$/ * 190

Full Name of Deceased,

(
1 Maiden Nam^, V

J If a married or divorced 1 /") // // X
\ woman or a widow give also i __ „ , ( / 9 ~*iyYS (P l/x/ is-

<

_
( J Name of Husband,

/

O, /T^x >• U/Ls
^

y

>"'/

Sex, Color, Singlo, Marriod
,
Widowed or Divorced

,

-

Age, Years,
,

^—
- Months

,c — Days. Occupation,

* Residence
{

f

û : }

Place of Death, ~aXX Cfae^isce^ Qy ->

<f) J . *
Place of Birth, (5?/2

Name and Birthplace of Father,
'<--yo

~?9l!®6t

Maiden Name and Birthplace of Mother,

Place of Burial (Give name of Cemetery),''

r __
^2 Signature and

s2>~. 190 '

of Undertaker. Sft \ ^!L 2 t ,.SS\lAl y Jl^WVV.^

PHYSICIAN’S CERTIFICATE.

i'ame of Deceased*,

’lace and Date of Death

Msease or Cause of Death :

Chief Cause,

jfiosed Age, ..

h, No. id "? ;

O
<=

)^J-Q,LL-L >. mo y^

Years, jOrrr Months,

(jX\\JryrJj

DURATION.

Contributing Causet

Place where disease was contracted, if other than death,

certify that the above is true to the best of my knowledge and belief. \y~ /J XT// /->*/ ///vO
Signature of Physician, ^ • M^ M. D

Residence, No Street,
(City or Town.)

( Or Sex of Infant (not named).

If a soldier or sailor who served in the War of the Rebellion, Chief aiyl Contributing causes must be given.

The office of Board of Health will be open for the granting of permits for burial as follows: Saturdays, 8 a.m. till 2 f.m.
;
Sundays

md Holidays, 12 m. till 1 f.m.
;
Other Days, from 8 a.m. till 4 p.m.

BE VERY CAREFUL TO FILL ALL BLANKS IN INK.
[over]

Agent of Board of Health.
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Form C.

ffiommonbxealtfr of lllassatfewsetfs.

jfe ^ '/''

Xo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

Date of Death, ^ ^

Full Name of Deceased

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

190 ^

If a married or divorced

woman or a widow give also

1 Maiden Name, .....
y' 1 ^ //

/?

>

J Name of Husband,

Sex, Color, 9f Single, Mari iul, "Widowed or Divorood,

Age, (pO Years, C Months, C Days. Occupation,

> * Residence ^
Place of Death, Y^Y Yb/iwJ CkeMMj^

r
‘^

y^ud:

yitu tmJM, Mp

Place of Birth,

Name and Birthplace of Father,

Maiden Name and Birthplace of Mother,,

Place Of Burial(Give name of Cemetery),

Dated at

on 22.. 190 4^ 1

Of Undertaker.
( AT PJ f&MJ S>/

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! Age, ^^ Y. M. D.

Place and Date of Death, died at % 1 90

Disease or Cause
j

^r^mar3 ’

of Death,!
)
Immediate,

Duration,

Duration, ^2-

1 certify that the above is true to the best of my knowledge and belief.

Signature and Residence '

of

Certifying Physician.

M. D.

Date of Certificate, 190>^

* Give also street and number, if any. ( Give sex of infant not named. If still-born, so stnte.

J If a Soldier or Sailor In the War of the Rebellion, give both Primary and Immediate Cause.

uoaL and transit to the clerk of the city or town.

Agent of Board of Health.
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Form c.

ffiammotthttaltfr of lltassarfm&etts.
.,-K' l

f

No..

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

Date of Death,

Full Name of Deceased,

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

O' " 190^^190

erfasl/l/yi-CO

1 Maidjeh Name, vTV
i If a married or divorced V,

|
woman or a widow give also

Sex,

a

j Name of Husbanti, &uy^-
Color, fff Singio, Harriot, Wi<low^*( or Divorcd,

Age, 7

f

Years, ^ Months, yl_5 Days. Occupation,

* 'Rpairlprir'A ( If out of town,nesiuence
\ also state fully.

Place of Death, %<2^yyVc,

Place of Birth, /
C
"7Z/i6^^

Name and Birthplace of Father,

Maiden Name and Birthplace of Mother,

Place of Burial (Give name of Cemetery),

Dated at..

on Qyo>yuJ& ^ .190^ of Undertaker.
{ .

/lepJ

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! -====^i’^Z7lAfX<d/X(dy -Age,^^ Y. <c? M. /lO).

Place and Date of Death, ClTdi^d at ff^QisUTt. 190

rt (
Primary, Duration,

Disease or Cause
) /A/ /

of Death,! /Immediate, J * ^ Duration, / 0 ^

1 certify that the above is true to the best of my knowledge and belief.

(\AjfyvixX m. d.Signature and Residence '

of

Certifying Physician. ,

Date of Certificate,
o^| ,0 190 £

• Give also street and number, if any. f Give sex of infant not named. If still-born, so state.

{ If a Soldier or Sailor in the War of the Rebellion, give both Primary ami Immediate Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.
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form C.

(Jammonfoealtfr 0f lllassadptsetts.

Xo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL C^UT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death, &JQ4AJ& /9 # 190 Iff- ~ . .

/ Un r -A./*- %u^T Q^)
f

Full Name of Deceased,

If a married or divorced

woman or a widow give also

'j Maiden Name,

&
Sex,

J Name of Husband,
</>WMJm

Color, /A Single* Married,

Age, (a t5~Years, — Months, ^

—

Days. Occupation,

* Residence
{ ES$

}

Place of Death,

Place of Birth,

Name and Birthplace of Father, ScJ/Kt

/tSi-UTcJ'J
'

Maiden Name and Birthplace of Mother, .<L/

Place of Burial (Give name of Cemetery),

Dated at... Signature and

. /y j / place of business

Oil 5 QsHy„ —190dN of

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,!

Place and Date of Death,

Disease or Cause
j

^>r*maDr

of Death,}
j
Immediate>

Duration, A

190 y.

^jhAJl/!.jLcxA^ Duration, hl
I certify that the above is true to the best o£_my knowledge and belief.

c
C/cc

Signature and Residence V
~7s~

M. D.
of

Certifying Physician.

Date of Certificate, hr/ _ 190 v
A

• Give also street and number, if any. f Give sex of infant not named. If still-born, so stnte.

{ If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

jtymt of Board of Health.

<1 r
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Form C.

ffiammottkrealt^ of lllassarfriisctts;

Xo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

If a married or divorced

woman or a widow give also

<r
Sex,

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death, / ''

190

Full Name of Deceased, CL '

1 Maiden Name, a,

J Name of Husband,

Color, Q'L -Single, Married^Widowcd or Divorced,

,
Years, Ow Months, r.

—

-

—Days. Occupation, •'

Place of Death, /Ct) / *S~, Lo/^fltpJ

Age,

* ‘Redfipnep ( If out of town,nesiuenoe
(
also state fully.

r

6

(OrnfsiX - ^/2lLcUi/yC

Place of Birth,

Name and Birthplace of Father, (Qaie^.

Maiden Name and Birthplace of Mother,

Place of Burial (Give name of Cemetery),

/D
CP

Signature and ( .

/£*. f place of business

190 z' of Undertaker.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! fly, S^AAA2JtyUX Age, «3fl-x. .Ĉ ... M.CS.J).

Place and Date of Death, died at ../CT (Qi^aJa^ ^Sj-JL 190 '/

**
Duration,

v,..

I certify that the above is true to the best of my knowledge and belief.

Disease or Cause
of Death,

t j
Immediate

,

Primary, Duration, ..

Immediate. Duration.
'

Countersign and transmit to the clerk of the city or tonm.

Agent of Board, of Health.
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Form C.

\ \

®ammonixrmIt^ flf IJlass&cIpsetfs.
Of ,.^» g

Xo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

^^(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death, Of/Q^rCJ^f

Full Name of Deceased,

{

") Maiden Name,
If a married or divorced 1

woman or a widow give also C^ ,

) Name of Husband, <

Sex, Color, Single, Marriod, Widowed or Divorced,

Age, r Years, < Months, ( -Days. Occupation,
7

^

y —
* Residence

{ S3&

}

/S/Uz#/
^

Place of Death, yu a
Place of Birth, X (sO / ^ (/l/isuyixuthg^0 n (ff) <£>/—
Name and Birthplace of Father, . lx t

Maiden Name and Birthplace of Mother,.. /&a4^U/
(7&

Place of Burial (Give name of Cemetery),

Dated at.

y . <j //y(y. uOuz fdfsctg/ 9^caajJvmh/^
0S.0 7) <£),—T- ^ /(

f/h.

ro
Signature and

place of business

on

x..(zOr-:*U,4HA^L£sU'

-2^ t: /f 04 n7AO
PHYSICIAN’S CERTIFICATE.

Name and Age of Deceased,!

Place and Date of Death,

Disease or Cause 1

^>r*in,ir) ’

I certify that the above is true to the best of my knowledge and belief.

Signature and Residence
‘

of

Certifying Physician, i

M. D.

Date of Certificate, J2^ 190 /r

• Give ulso street and number, if any. f Give sex of infant not named. If stubborn, so state,

t If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.
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form c.

ffiommflitixrjealtJj 0f IJlassarfmsfctts.

J V'

JNo.

.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALU NAMES TO BE IN FULL.)

/ ^ i no L
f—^Date of Death, '

' 190

Full Name of Deceased, xf -c -a ^

{

") Maiden Name,
If a married or divorced 1 W/l

/, f) B O
woman or a widow give also

J Qf ^ . v^ Cd^rTV^CO MW.
Sex, |cvvu£c/t. Color, Cir^dtji gmgi°, Widowed

Age, 7 -£ Years, J Months, *7. 0 Days. Occupation,

* Residence {

”

1
™

tafe }
..JL.

/

Place of Death, 1 ' L L

Place of Birth, \3

Name and Birthplace of Father, \V ^

-

Maiden Name and Birthplace of Mother, \\\^OAaj^
(

Place of Burial (Give name of Cemetery), 1A/

Dated at \/t^CA^A- Ll. - Signature and
/•'iIiAa.i f place of business

Oil Cc^^/NAJC? ^L-— 190 y- , of Undertaker.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,!

Place and Date of Death,

Disease or Cause i

^ 1 imar3 »

of Death,
J j

Immediate

1 certify that the above is true to the best of my knowledge and belief.

• Give also street and number, if any. f Give sex of infant not named. If still-born, so state.

I If a Soldier or Sailor In the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.
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Form C.

ffiommonfomltfr af

JVo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

, a;
(FILLjOUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death, '^C4QMJb
/] ^LS) " ..190 </

Full Name of Deceased,

If a married or divorced
woman or a widow give also

1 Maiden Name,

CS l%o ^0

J Name of Husband,

Sex, TTv Color, Single
,
Married, Wklowod or Divorced,

^

Age, 6?*/- Years, ^ Months,^ C>—Days. Occupation, G0"

* Residence {KuteSI <j/
QJLM^bJUu /

Place of Death, l^j'C'VifJjiAjCjjo ~72/l^s#y2-' ^3 g&J/

Place of Birth, JL ^PIAjDLA/^

Name and Birthplace of Father, &c(wascoC 'jtVO., Ol^AltrU

Maiden Name and Birthplace of Mother, *714sjLclc&z- &yir&

Place of Burial (Give name of Cemetery), ®/A*JLS fehnv sfys/Mj/jAAS'

Otutita Signature and ( LstAA'l/fflUZsiP ucL,
j ( , x place of business -< (A/A 'l /

of Undertaker. \ /jf XjfyPsUUt

Dated at

on Jl .1904^

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,!

Place and Date of Death,
!
died at

Disease or Cause
j

P™nar3 >

of Death,!
/ Immediate,

Age, £?#.Y.j£_M.(Z D.

(2vUaup. tQ/oaPU 190 44

... Duration,

..$;?7SL^ '-'+y^cz^. 1 )uration,C^v<a4^^Lrx4^<^

I certify that the above is true to the best of my knowledge and belief.

M. D.Signature and Residence 1

of

Certifying Physician.

Date of Certificate,

* Give also street and number, if any. f Give sex of Infaiprnot named. If still-born, so stale,

t If a Soldier or Sailor In the War of the Rebellion, give both Primary and Immediate Cause.

/ 19044

Countersign and transmit to the clerk of the city or town.

e. p^7....acsz~./s£ jrc«c-ju

Agent of Board of Health.



RETURN

OF

THE

DEATH



Form C.

ffiommnntaeallfe of lllassarfrusetts.

Xo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

Date of Death, 2U>
Full Name of Deceased,

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

190 ^
afilvu ^DaJjy

If a married or divorced
woman or a widow give also

1 Maiden Name,

rQJ^

J Name of Husband,

Sex, yyu Color, Single
,
Married, Widowed or Divorood,

Age, £ 0 Years, 3 Months, Days. Occupation,

* Residence {SLSsto&fX.’} C4

Place of Death, ^ /

Place of Birth, :0 P4 'fj? r.' *.ad (vLflfXnyyiSXJ^)

Name and Birthplace of Father,

Maiden Name and Birthplace of Mother, '^h'XXlxJk^

Place of Burial (Give name of Cemetery), —^^ (A

Dated at.. Signature and

On t£?.. 190
1

of Undertaker.
[ / l/ff7

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! S-ciMs Age, & °Y—i$_M. f£/.D.

Place and Date of Death, died at

Primary, Duration, /* '
^

Disease or Cause
of Death,!

j
Immediate,

i certify that the above is true to the best of my kna

Signature anil Residence

of

Certifying Physician.

Date of Certificate,

• Give al#o street and number, if any. f Give sex of Infant feocnained. If still-born, so state,

t If a Soldier or Sailor In the War of the Rebellion, give both Primary and Immediate Cause.

^ to. D.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.
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form c.

No.

Commonfotaltfe uf IJtassarJmsetls,

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

Date of Death,

Full Name of Deceased,

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

,f
190 7:— I

If a married or divorced

woman or a widow give also

Maiden Name,

Name of Husband,

Sex,?n Color, Singly Married, Widowed —
Age, (o <0 Years, err-' Months, Days. Occupation, {J
* Residence

{Kate Tmy : } sfrUiffil

Place of Death, .. G> &

Place of Birth, /^pAryPC<

Name and Birthplace of Father,

Maiden Name and Birthplace of Mother,

Place of Burial (Give name of Cemetery),

t

rs

.190

Signature and
place of business

of Undertaker.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! &tA/Uj Age,/)0 Y. M. D.

Place and Date of Death,
|
died at. ^ 190 (y

Disease or Cause 1

Pr” 11,lD
>

j

T

Duration,

of Death,!
/ Immediate, Duration, ....

1 certify that the above is true to the best of my knowledge and belief.

(Jrr (dL*r/\/auTSL^jA m. d.Signature and Residence
"

of

Certifying Physician. ,

Date of Certificate, faLot-y.. Y _. 190

* Give also street and number, if any.
|
Give sex of infant not named. If still-born, so stale,

t If a Soldier or Bsilor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Jfealth.
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CITY OF BOSTON. COMMONWEALTH OF MASSACHUSETTS.
CITY

RETURN OF A DEATH-1904. BOST
full name Munr.Q.e....G...!Er.&w:3.rgy. .... Registered No. ...4284

p|ace o f Desith
£ B.os.t.on C.a.me.Y:...Ho.s.Qi.t.al

and Residence )
J ^

Date of Death JjL.3I7!....X2 1904. Age 52. years months days

STATISTICAL DETAILS. PHYSICIAN'S CERTIFICATE.

SEX COLOR
|

SINGLE, MARRIED, WID., DIV.

.ma.l.e. .wiii.tel jnarr.ied.

1 HEREBY CERTIFY that 1 attended deceased during last illness

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows

Primary
: j G.ejI......P.ar.l t QH1 1 i.SHusband’s Name

Birthplace S.ur.ry....Main.e L week

Name of _
Father Z.ei13.3.

o

f

rt

p at h e r Surry Maine Contributory:! Appendicitis 48 hr
(Duration)

j

Mehltable

of

rt

Mot
a

h

C

e

e

r Surry Maine
(Signed) A..G..KllMurn. M.D

May. .13. 1904

SPECIAL INFORMATION from Hospitals, Institutions, Transients, or Recenl

Residents.

r!

aC
remov

B
aT'

a

!..l X.nth r.Q.p .. . Cem.. V/.inthr.o.p....Mas.s

Undertaker Sumner Floyd

Usual Residence .WlXlthCOp . MSS.S

Filetf.ftX.14. 1904
A true copy. ^

‘

Registrar.





[ll-’02.37-LM.]

/> ^Permit No.

RETURN OF DEATH.
BOSTON, MASS.

Name in full,

Date of Death, ly//C/n * % (' / 7XXx
r

'

Sex, M-

(If a married or divorced woiuaru give maiden name, also name of husband.)

* Condition, ®Color,
y White, Blrtrk, Mixed f Chinese,

In dian, etc.1

(Single, Married, Widowed or
DrvoreeiL)

Age, Years, Months, : Days. Occupation,

Residence, m3 J£=.— Ward,

Place of Death, 33 XX v^'<A*V '

yg (State year, month and day.)

Place of Birth, /IfDyY-. 3/< ( ^y/ Date of Birth, No / ? <?Xy

Name and Birthplace i /&- MPC xNMP /T^ /3r<

Maiden Name and [ dfC'
Birthplace of Mother, )

Place of Interment, t

'X* xxXB
Undertaker.

CXq/?

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

^7333 Xu-? zcTt 190

Name and Age I

of Deceased , )

Date and )

Place of Death,* )

Disease
j
Chief cause,

:•/?

Contributing

7
Age,

190.77.

years.

*

|

Chief

Duration \

cause, ...

Contributing cause,

I certify that the above is true to the best of my knowledge and’ belief.

Name and Residence I

of Physician, XdXcMXdAM TAst M.D.

*
I f an Institution, state how long an Inmate ami previous resilience.





ALL

NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS />? <.? <

FULL NAME

Place of Death *

Date of Death

DEATH

; 1 . .1 .J. Registered No

days

STATIStxeAE DETAILS

SEX

9>r

COLOR

OV
SINGLE, MARRIED,
WIDOWED, OR
DIVORCED

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTHPLACE -r / V oPA

NAME OF ^7
FATHER

BIRTHPLACE
OF FATHER*

MAIDEN NAME , ,

OF MOTHER S^?Z. dc T.

BIRTHPLACE
OF MOTHER t

OCCUPATION

INFORMANT §

PLACE OF BURIAL OR REMOVAL II

UNDERTAKER

DATE OF BURIAL

190 .

^ / t-

e

ADDRESS

PHYSICIAN'S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from . 190 .^fto 190 ,

that to the best of my knowledge and belief death occurred on the

date stated above, and tftat the CAUSE OF DEATH was as follows:

Primary

:

.(duration) DAYS

Contributory

:

(Signed). ...

..-*rT7X j..^
;
_£&t*e*wioN).

190.^. (Address)

M.D.

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or Mow long at

Usual Residence Place orDeath?
How long at

Days

Where was disease contracted,
if not at place of death?

Filed

190
Clerk

•City or town, street and number, if any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information." If In a Hospital or

Institution, give its NAME Instead of street and number,

t In case of married or divorced woman, or widow,

t State or country; also city, town or county, If known.

$ Name and address of person giving statistical details.

II Name of cemetery.



fjd/i



®ommoniwiIlft of lllassaqpisetts.
jP 5 /

3o.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

'TZLr t/'J* 190

cSc /t v\ \Xe$U‘r 11?£ l G’h e y

Date of Death,

Full Name of Deceased,

f 1 Maiden Name, —
J If a married or divorced '

\ woman or a widow give also C _ „ . ,

J Name of Husband,

Sex,

Age, £ / Years, ^ Months, C Days. Occupation,

* Residence { fjg:

}

/ #/
Place of Death,

/ 01) /)

* Color, Singly Married, WidowcchcH^£tivorced r

(

^"£fr: t t

SS

Place of Birth,
^

Name and Birthplace of Father, ^ ^ ^
Maiden Name and Birthplace of Mother, ... Sx/ > jL f* /£

Place Of Burial (Give name of Cemetery),

Dated at Signature and V

on -
*

‘-tv

Signature and
place of business

190 of Undertaker.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,!

Place and Date of Death,
W
died at...

Disease or Cause j

Primary,
v l

of Death,

J

\
Immediate,

D.

ChJ d]^)
_ _ 1 90 ^

—

.

Duration,

Duration,

1 certify that the above is true to the best of my knowledge and belief.

\ 4 c-
Signature and Residence

"

of

Certifying Physician, i

M. D.

Date of Certificate, “V- A 190

• Give alio street and number, if any. f Give sex of infant not named. If still-born, so state,

t If a Soldier or 9ailor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the flerlc of the city or town.

1gent of Board of Health.



RETURN

OF

THE

DEATH



1

Form C.

No.

r *

of 'IHassacbusetts.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death, /SOCK/ cA J 190A
Full Name of Deceased, f (Da4.fJu

If a married or divorced
woman or a widow give also

1 Maiden Name,

j Name of Husband,

Sex, Color, -Single, Married,

Age, Years, y ""-Months, r ’Days. Occupation,
(/ '[ ^

Y y

* Residence {“so state fun?:} JLCUr

Place of Death, U £7/ f^J /j£l / /
Place of Birth, ^ -/SsC&S n
Name and Birthplace of Father, 0/AAlAA^^^u -r

' AS? Ci£xXAa< c/y

Maiden Name and Birthplace of Mothe^, Cd//j>AlA^ IPaA CA - : 4
( '

Place of Burial (Give name of Cemetery), Sf i^ %i' ' y)
(T
/

Dated at ll't S:'L f) /.—’2. Signature and

on mu . . place of business 4

190 yX- of Undertaker. 1 A

PHYSICIAN’S CERTIFICATE.
/Waxy

Name and Age of Deceased,!

Place and Date of Death,

Disease or Cause
j

^>r^ lllaD >

of Death,} Immediate,

/9.̂ n^rxjL^JXt-

died al

Age, Y M D.

y?2^H 2sZL I90y.

DoNation,

/'^cC . Duration,

1 certify that the above is true to the best of my knowledge and belief.

Signature and Residence

'

of

Certifying Physician, . 2X3.0.. .

_M. D.

Date of Certificate
, 190^

f I nfint not• Give also street and number, if auy.
f Give sex of InAnt not named. If still-born, so state,

t If a 8oldler or Sailor In tlie War of tbe Rebellion, give both Primary and Immediate Cause

Countersign and transmit, to the clerk of the city or town.

Ayent of Board of Health.



RETURN

OF

THE

DEATH



Form C.

(Jammflttbxeallfr af lllassaxjwsetis.

Jo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

) (Old (&ICUAJL (ml rn\jeuj

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death*^-- C4/14J;J Sd "
190 (x

/

Full Name of Deceased, *, J^^dV, (Otvp

{

1 Maiden Name,
If a married or divorced 1

woman or a widow give also f
J Name of Husband,.

Sex, °?w Color, dO Single, Married^ Wfdowod or Divorced,

Age, Years, dfy Months, 2e2^Days. Occupation,
r'

‘^ OX^

'

/^7i t , —^ .

* T?p<3irlpripe ( If out of town, )
1 ( if/) /J) O O jliesiaence

, aiso state fully. }
•• i/VC r l

Place of Death,2*/^ C2&
Place of Birth, (J'/'l/flOOi JdjfjLj /dOoYyl/O

Name and Birthplace of Father,

Maiden Name and Birthplace of Mother*.... OY.J-OzAs /pOfA^f/T-'Z) -&&£)... 0 oods

Place Of Burial (Give name of Cemetery), ^^(dd^OXjOfd/ dddtJorn^vSd OH

PHYSICIAN’S CERTIFICATE dF THE CAUSE OF DEATH.

Boston,
'J

d•d 190 *d ^

Nam,e and age of deceasedl, 7T. Age, 4# ijelars.

Bate and, place of deathf .

/</df

j Chief cause, ^6/L<S~l // /

do- C-CO Cd

d

Date

on Ol\d,td.dd.JLO..

ignature and
y place of business

190 'f'
of Undertaker.

ytd

Disease

Duration

Contributing cause,..

j Chief cause,

| Contributing cause,

I certify that the above is trice, to the best of my knowledge and belief.

Name and residence M T).

of physician, ) /y /? n
*lf In an Institution, state how long an Inmate and previous residence. _ •— ^

The office of the Board of Health will be open for the granting of permits for burial, as follows: — Saturdays, 9 A M. till I P.M
,
eacept during the months of June,

July, August end September, when the office will bj closed on Ssturdsys st 12 M.
;

Sundays, 10 A M. till 12 M.
; Holidays, from 10 A M. till 12 M.

;
other

days, from 9 A.M till S P.M.
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Form C.

Cammotthiedtfr d IJlassarfensetfs.

Xo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

'UAtJ / "
190 44Date of Death, \ C ’'^44 - 190 -^"n

Full Name of/deposed, (/ Gy? 'QJuyyyts AJA

f )
Maiden Name, TWoms QySAMyyyuyjj

J If a married or divorced 1 /! S /y \ ~/y

I woman or a widow give also ( __ „ „ , „ // „ / , y . /. , fitn

f J Name of Husband, A.yt fV

Sex, Color,
')/
tr -Single, Marr-iod

,
Widowed or Divorood,

Age, a Years, —Months, C"" Days. Occupation,

* Residence {KtafeS}.. QfiCXl4Z$^A
Place of Death,

Place of Birth,

Name and Birthplace of Father, tMjyZy/u^

Maiden Name and Birthplace of Mother, fy& *L

Place of Burial (Give name of Cemetery), 04 Ĉ^AJJAAa-Vo (fifyiyyA.

Dated

on k^JuAl^. ./....c..::

Signature and

. j place of business

.190 of Undertaker.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! Afire, 8 (> y .

^ M. ~ D.

Place and Date of Death, died at//*
.A 190V.

Disease or Cause
)

Prima^’

of Death,!
|
Immediate,

(S
.

Duration,

Duration,

1 certify that the above is time to the best of my knowledge and belief.

<y?, ‘

Signature and Residence '

of

Certifying Physician.

Date of Certificate,

M. D.

3 //.. 190/4

• Give also street and number, if any. f Give sex of inlsnt not named. If still-born, so state.

J If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit, to the clerk of the city or town.

Agent of Board of Health.



RETURN

OF

THE

DEATH

3o ^zj

©
pH

bo

©

©
>
cp

rP
43
‘5

CO

©

o
pa

>5 d
Sh
QJ ©

pa

R 43

o
CD 3
tzi

£
<-H

© • r4

H P
O
w ©
cc 43

P
©d

© P-3

bo 2

2
"©

O)

IS

bo 1
© o

43
CO
P

©d
P

d©

bo

o
Oh
©

P ^
° c3
?H

S.Ph co

P
«4H

cp

©
co
P
©
O
©d

©
pa

©
-4-3

-4-3

©

9
P

P
©d

i©d
co

©
pa

-4-3

P

co

P
O

*73

p
P

o

43
o©

p
«4H

pa
43

2
©
pa

P «4H© c o d
-43

O
P
© d

©
bo O

Ph

p

o
r©

©
p
pa

d
cr1

©

d
P
©d

^3
P
P o

pa

- -s d
jP
-43 o

p

"Ei

a
o
o

co «ta

©
Ph

5E
©

o
-43 O

*w

bO 2p p^

o

© 83

bD "S

P4

©
o

p
© *©
4H .p
. CO

rv> ^

cp
©

©
rP

©
P "Ph ?H

p ©
© <J P4

^ -3

©
rp

©
"©

p
£

©
-43

© CO tH

©d
p

>*

p
a

P4

©
o
©

© w
pa p
-43 3)

t>3 ?4
pa ©
Ph rH ©

>>

bD P

bx)

pa
©

©
pa
©

*

p
©
pa

pH
©

«4H

p _r
p p
Ph

«w

p

©

©
-43

p

bO

i>>
pa

P*3
p

©
©4

p
>3 ©

Ph

d
o

o©d p
©d

©d
p d

©
pP

>a
©

=4H CP

bo
P

P
P

’S °
g 4-H

©

©
pa
43

©
>
©

»o“ d
“ 2
©

co

*o

©

P
-43

>
w
PS

43 ©
©
pa

^3
-4J

P
CO

©
© C rH

o
CO
p 8

CO
-43 pa ?a «4H*0 43 © ©

£ 43
P © r-

#
Ph

bO *s *©
•P P ©
>>

co ©
43 rH

rd • rH
4^i

o £h d opa ©
<K ©H

co

p
p

p
H
©
<
P
o

_D «4-H
33 ©
r^> rH

©
bO
P

2 S3 p
O ©

© ^ H
«4H
©

o
p
H
X
w

©
«4H

-43

d
p
©
pq
©

©
5>

©d
©
P4
P

05dd £

d ©
© 5>

*a «
©
©

ft
O

bO
©
P

QC *g 02 GQ

P
©
pa

43
CO©
P

-2
po
Cp

«4H

r-H

.2d©
>
K

e*

#
©

*43

©
©
CO

K-3 P

sl

00

©
©
pa
43
©

©
20

©
©

1
©
*8

r—

1

Jz; © *
r©
rP
©

£
©
43

ro
43
P

CO

CO
p

40

^*o

©

o o
HH

Jh © ©
©

©M 40
rO ©

H
O pd

H
©

‘3
cr<
© -43

©
>

b
S

rH

#
o d

co

-o

cc © cz:
*© cp GO ©

#
8

p
©
Cp

©







Form c.

Xo.

h

dtammontedtfr d lltassatlps,etl$s

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

Date of Death,

Full Name o(

If a married or divorced

woman or a widow give also

)
Maiden Name,

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

uJa.4 // " 190 ¥

j Name of Husband, 'Ji/qAa

Color, A- Married, Widowed ™ r>hTn Tr0ri

Age, Years, S/ Months, (^^^JDays. Occupation, C

* Residence
{ ® { ..

Or tXdJUrfz> *}pUts£J;^ Jr 'A". — ,

Sex, \J/

Place of Death, fwdsfzt/t/

Place of Birth,

Name and Birthplace of Father, t V &/f2

Maiden Name and Birthplace of Mother,, fJ/yi/J \
tcyi <f (n/v^- lA^/nAsiAs

Place of Burial (Give name of Cemetery),

/J2 « .....190 </

A Signature and
place of business

of Undertaker.

1) t

J !)

PHYSICIAN’^ CERTIFICATE.
Name and Age of Deceased,!

, Age, ^ Y. //

Place and Date of Death, died at [l^V fy/M
j

•> SjL'L 190V
l% . ,, (

Primary, X Durat ion
,
?AVtcJlAf^A

Disease or Cause
) / is ^

of Death,f
j
Immediate, Duration, ^

I certify that the above is true to the best of my knowledge and belief.

Signature and Residence
"

of

Certifying Physician.
(

Date of Certificateicate, ^

M. D.

Uf<

190 y*

• tiivc also street and number, if any. f Give sex of infant not named. If still-born, so stnte.

{ If a Soldier or Sailor in the War of the Rebellion, give both Primary and Iminediaie Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.

•‘££S

it



V,

% 4



ALL

NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS *
FULL NAME

Place of Death *.

Date of Death

RETURN OF A DEATH

Age days

Registered No.

STATISTICAL DETAILS

OCCUPATION

INFORMANT §

PLACE OF BURIAL OR REMOVALI

UNDERTAKER

SS./Pt

DATE OF BURIAL

AADDRESS

COLOR SINGLE, MARRIED,
WIDOWED, OR
|IV(JRCED

MAIDEN NAMEt ^ r
HUSBAND’S NAMEt

BIRTHPl ACEt

^

NAME OF y * -

FATHER^2^^ <

BIRTHPLACE
OF FATHER! jfT ^ y?

1

MAIDEN NAME
° F “°THE " <%/ c 9lT7^L.
BIRTHPLACE
OF mother! // /

PHYSICIAN’S CERTIFICATE

I HEREBY ^JERT^Y that I attended deceased during last

|l9^, Jo ..6.illness, from |l9|a to 0 1/ 190
,

that to the best oT my knowledge and belief death occurred on the

date stated above, and that.the CAUSE OF DEATH was as follows:

Primary

:

bove, and that.the CAUS

JJj bJ,

. (duration)..

Contributory

:

. (duration). DAYS

*^.vy I M.D.

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or
Usual Residence.

How long at

Place of Death? Days

Where was disease contracted,

if not at place of death?

Filed

.190

Clerk

•City or town, street and number, if any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information." If In a Hospital or

Institution, give Its NAME instead of street and number,

t In case of married or divorced woman, or widow.

J State or country) also city, town or county. If known.

$ Name and address of person giving statistical details.

II Name of cemetery.





CITY OF BOSTON. COMMONWEALTH OF MASSACHUSETTS.
CITY OF

RETURN OF A DEATH 1904. BOSTO
saao.

Xfrfri!m’0'

full NAME Edvzard G Parker Registered No 6220.

Place of D...h i Boston ;
'a™ General Hospital

and Residence )

27 1904 A Cf6 years months days.

STATISTICAL DETAILS.
PHYSICIAN’S CERTIFICATE.

SEX COLOR
|

SINGLE, MARRIED, WID., DIV.

mal ft whi t. «=*
1 qi n^Tfi

1 HEREBY CERTIFY that 1 attended deceased during last illness,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary:) Cancer of ..S.t.Q.m.ac.k..A...mo.s

Maiden Name —

•

Husband’s Name

Hvannis Mass

(Duration) \

Birthplace

Name of Joseoh C

Birthplace Hyannis Mass
contributory:) Gastro Enterostomy
(Duration)

)

8 ..daysMaiden Name Arabella Harris

Birthplace Hyannis Mas3 P A Washburn Jr m.d

BnokkfteDer

(Signed)

July 2^04

SPECIAL INFORMATION from Hospitals, Institutions, Transients, or Recon

Residents.

Place of Burial Mass Crematory Ashes to Hy

Mas s

Undertaker Lewis Jones.. & Son

annilSResidence?®..?.r.P.S.P.®P..tf..AT...^iXJ.tlir.O.P

Filed
July.... 3.9.

Registrar.
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Form O.

{Jommflnbxe&llfr of

yj/.
<Z o

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

Date of Death,.

Full Name of Deceased,

FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

^ 190 %

If a married or divorced
woman or a widow give also

1 Maiden Name,

Sex, Single, Married, Widowed or Divorood
,

O'

J Name of Husband,

Color,

Age, c=2~3 Years, v5 Months, ^ Days. Occupation,

* Residence {Kutefuu?:}.. ^ Gs^C, ^
Place of Death,

r)fcJLy Otr-C...

Place of Birth, <^X '<plx > ’ ry

Name and Birthplace of Father, cf .
> '0~( ^

.

Maiden Name and Birthplace of Mother,. CxCi. c-c
/ ^ i.

Place of Burial (Give name of Cemetery;,

tylA.A.fy'f.X' Signature and (
a(

/) « '
, /• place of business ) X * / / C

-190 V of Undertaker.
( X/jfG. SS? ^7

Dated at.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! Age^J^-Y. ^ M. T) t

died at_. Av< 190Place and Date of Death,

Disease or Cause I

^>r^ tLiar
.
x

>

of Death,!
/ Immediate,

lAsb&vckaJats-jx* lo Lw^o Duration,

... Duration, ....

I certify that the above is true to the best of my knowledge and belief.

• Give also street and number, if aDy. f Give sex of infant not named. If still-born, so state,

t If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.
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COMMONWEALTH OF MASSACHUSETTS^
C^}/2.^-L *

RETURN OF A DEATH

FULL NAME Registered No

Place of Death *.

Date of Death - r. Age .'2
„...>.years.

.

.months

.

.days

STATISTICAL DETAILS

SEX COLOR

t> 1

4ARRIED,
iN'ILIi.iliii'i LI, l-TTT'

DM*M££J2-

MAIDEN NAME

HUSBAND’S NAME t

BIRTHPL ACEt

NAME OF
F4T" E^ -

• Vlfn^Mtf-tAA/vUrw.
BIRTHPLACE
OF FATHERt

'ke.
MAIDEN NAME
OF MOTH.

BIRTHPLACE
OF MOTHERS /O

ii>c
OCCUPATION

INFORMANT §

PLACE OF BURIAL OR REMOVAL! DATE OF BURIAL

- (7
190 .

UNDERTAKER ADDRESS

PHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from 190 to 190
,

that to the best of my knowledge and belief death occurred on the

date stated above, ai^d that the CAUSE OF DEATH was as follows:

•:Primary

:

.(duration) .DAYS

Contributory

:

(Signed)

-V-. (duration)

. i-ML. . .

(duration). DAYS

M.D.

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or
Usual Residence..KV.

Where was disease contracted,
If not at place of death?

2 .̂4? l9ofy ' 6 i. t : .4

^

“ ^ Clerk7

—
* City or town, street and number, if any, If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information.” If in a Hospital or

Institution, give its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country; also city, {.own or county. If known.

§ Name and address of person giving statistical details.

Name of cemetery.
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CITY OF BOSTON. COMMONWEALTH OF MASSACHUSETTS.
CITY OF

RETURN OF A DEATH 1904. BOSTO

FULL NAME Arthur D Allen Registered No .6410

Place of Death
) Boston Car n.ey Hospi tal

and Residence )

Date of Death A.Ug..l 1904. Age 29 year, 8 mentn, 24 -day,.

STATISTICAL DETAILS. PHYSICIAN’S CERTIFICATE.

SEX COLOR SINGLE, MARRIED, WID., DIV.

male white married

1 HEREBY CERTIFY that 1 attended deceased during last illness,

from 1904 to 1904,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

53'
j

Pul— -Embolism 3 min

Maiden Nam©

Husband s Name

Birthplace .b.QJHe.r.Y.l-L-Lft-M&SS

Name of r QAr-ra U
Father .USOrgS-LL

Charlestown Mass
Contributory:) Pleurisy with effusion
(Duration)

j

17 daysMaiden Name Marion Hauchett
of Mother

Birth pi ace Lexington Mas.s. (Sianed)
W A Thompson M.D.

. Laundryman August. 2904
Occupation

SPECIAL INFORMATION from Ho»pital«, Institutions, Transients, or Recent

Residents.

place of Burial Cambridge Cem Cambridge

Undertaker
J°bn EROUke

Usual Residence
’^throy, MaS8

Filed AUgUS t... 4 1904.

— " Registrar.





Form C.

®0mmon£omlt(j nf lJtassar{Msett&.

Xo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

Date of Death,

Full Name of Deceased,

(FILL OUT WITH INK- ALL NAMES TO BE IN FULL.)

t/ ( < sy 190 s/

If a married or divorced
woman or a widow give also

1 Maiden Name,

j Name of Husband,

Sex, 9- Color, 9S
Age, ^<-2 Years, Months, — Days; Occupation,

Single, Married, Widowed or Divoreed,

r* * a !rjf

* Residence {iLosutefuu?:}

Place of Death,

Place of Birth,

Name and Birthplace of Father, /*(

Maiden Name and Birthplace of Mother, (G?.

Place of Burial (Give name of Cemetery),

'
|
/ place of business

190 VA_ of Undertaker.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,!

Place and Date of Death,

Disease or Cause
\

^mar
.v ’

of Death,!
j
immediate>

SICSAN’S CERTIFICATE.

" ^ “
' 1stdiedat t 190

.... Duration,

... Duration,

1 certify that the above is true to the best of my knowledge and belief.

T , ^ m D.Signature and Residence
'

of

Certifying Physician.

1

190 liDate of Certificate,

• Give also street and number, if any.
f Give sex of infant not named. If still-born, so state,

t If a Soldier or Sailor in tlie War of the Rebellion, give both Primary and Immediate Cause,

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.
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Form C.

No.

Cammonbxealtfr of lllassaxl^usetls.
Qam%

f
RETURN OF A DEATH.

To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death, uA '5 V
190

Full Name of Deceased, (/

( 1 Maiden Name,
If a married or divorced \ • , y
woman o, a widow <». ,*o

J QjJAtMJ QZjt.v <n-

Sex, Color, yy -Single, Married, Widowed or Divorced
,

Age, S‘ Years, (~/~ Months, / <0 Days. Occupation, (

* Residence {Kafefu^:} A^^c/y o yUtf^la

Place of Death, A /yc^ZL..^0

Place of Birth, A?
Name and Birthplace of Father, AwjA

,
/de^tf^uol'

Maiden Name and Birthplace of Mother,
. A ^ vy 2^<

) Af)\ .

A/j:u.a

C^Adj J& 190
P
of Undertaker.

[ // ^V/^* V? <

^

PHYSICIAN’S CERTIFICATE.

Place Of Burial (Give name of Cemetery) fiuaal

Dated at. Qjr r/i/i./{J/MAhj

p

Signature and

on

Name and Age of Deceased,!

Place and Date of Death,

Disease or Cause )

Primary

.

of Death,
t I

lmmediate;
Qy-X^LC.

Age,.Z<£r Y zi M. X<Z.D.

190 (J

Duration,

Duration, % on^UruL <̂0

I certify that the above is true to the best of my knowledge, and belief.

Signature and Residence

of

Certifying Physician.

Date of Certificate, 19C^.

• Give also street and number, if any. f Give sex of Infant not named. If still-born, so stnte.

t If a Soldier or Sailor In the War of the Rebellion, give both Primary and Immediate Cause.

_M. D.

Countersign and transmit to the clerk of the city or toirn.

Agent of Board of Health.
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the

death



COMMONWEALTH OF MASSACHUSETTS

bC>o>/j

FULL NAME

r, h -i tk
Residence *L •J^CLCs/l:.

CtM //
REVERE.

(CITY OR TOWN.)

^/7L^5nL^).. Registered No

Date of
l

Death 1 190 T
months / days

STATISTICAL DETAILS PHYSICIAN’S CERTIFICATE

lastI HEREBY CERTlfpC that I attended deceased ^

illness, from JLaJc*1 %J[) 190^. to . x&JM'<|..|.10 ... 190 ^C ,

that to the best of my knowledge and belief death occurred on the

date statej

Primary:'

ove^ and that the CAUSJ^OF DEATH was as follows:

VVAca>j

.(duration)Cma^s#:

Contributory

:

. (duration) DAYS•!»*• • • • -j - •« \ uunni iw

(Signed)...^^>^.CLJIAACSJIuVVaAJL|JL^^4LJUv^?...M.D.

.OOl^.XAddress) ...i.

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

How long at

Place of Death? . .years months. days

Where was disease contracted,

If not at place of death?

Filed

*
.

.29 , 'ion
Clerk

*City owtown, street and number, if any. If death occurs away from USUAL RESI-

DENCE, give facts called for under “Special Information.” If in a Hospital or

Institution, give its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country
|
also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cem^ry.





Form C. CXaaIA
6
A

rm

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALU NAMES TO BE IN FULL.)

Date of Death, CJsu.y?jpAy Ay 190

Full Name of Deceased// yy?. 4.dA,& .£dsAAAu

( ") Maiden Name, /A^P ,

J If a married or divorced

|
woman or a widow give also

j Name of Husband, 1/rA t/df r

Sex. Color, jt- Single '

,
Married, Wid^wod or Divorced,

Age,
JAP) Years, / O Months, /A Days. Occupation,

* Residence
{ &&

}

Place of Death, *2 QA A C'f'JA

s

2,/ls..£\ iAt/'* . ffj

Place of Birth, y J^/l JVlAA^fLS..A 'L 'sOP-

Name and Birthplace of Father, ..AZA/tlpJ.AgZP A]AJ^-

Maiden Name and Birthplace of Mother,
.
y2)Cdy../2-Vt' ffSyyAA^ - A APULl

Place of Burial (Give name of Cemetery)

Dated at

&>U.on

QkiJdMi < "«

/ y Vf

Signature and
. * place of business

.190 7^ of Undertaker. // AAjA&ia/M <44 aSClpiA

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! xPfyYAA^ (A fp r (AdUMja^ Age/Ap Y. V.O....M.V 3...D.

Place and Date of Death, died at JfysAAsjA'i. drP.’ CA^Pj -J'/- 190 A
T.. (Primary, Duration,
Disease or Cause

) n , /

Immediate, Duration, <3
of Death,J

I certify that the above is true to the best of my knowledge and belief.

Signature and Residence
‘

of

Certifying Physician. ,

...M. D.

Date of Certificate,

<3
,/2L IwC. 4h

• Give also street and number, if any. f Give sex of infant not named. If still-born, so state,

t If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.



return

of
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death

y

Htt

I



Form C.
Cbjua / </*>

l Hr

Commoniuealtfr 0f ^tassairferrsett^

ATo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

WITH INK. ALL

Date of Death, ( ' j/ C^
Full Name of Deceased,

(FILL OUT WIJH INK. ALL NAMES TO BE IN FULL.)A

If a married or divorced

woman or a widow give also

Y Maiden Name,

J Name of Husband,

Sex, 7W Color, ^ Single, Marriod, Widowod or Divorced
,

Age, ("^—TYears, C^"—Months, (o> Days. Occupation,

* Residence {
5 ^TIAJQAA-

Place of Death, /^ ' CfAAjliAAJX J?J?A

Place of Birth,

Name and Birthplace of Father, (jjmdcfjA @UaJaj^ )an ^ r. In)
other,

.

'A
Maiden Name and Birthplace of Mother, £c> /{. 9^ fL

C=

Pl/U f }AA, /yiA y l-dJJ...A fa)^ 1
Place Of Burial (Give name of Cemetery),

Dated at. ...

on Q^ki

Signature and )
(&A.Ald/A.

PH) ££ ' oTundertaket\
S

[ /

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! ^ Bx£r$u^ Age, —Y.r n_M. C D.

Place and Date of Death, died at /£?.. ff. 190 A
,,. rt (

Primary, liuration, Jo..j
Disease or Cause )

J
//

of Death,!
j Immediate, — — Duration,

1 certify that the above is true to the best of my knowledge and belief.

, YU- i.
Signature and Residence V *"

of <

Certifying Physician. /

Date of Certificate

O'

, o t 190 y

M. D.

\l[K^AA

• Give also street and number, if any. f Give sex of infant not named. If still-born, so state,

t If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit, to the clerk of the city or town.

igenl of Board of Health.
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Form C.

Cammontallfr nf Stassarfriisetts.

u\AA'-%

Xo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT

Date of Death

Full Name of Deceased

d^lTH INK

^ c2 d
”

190
CC , ,

cuu^

ALL NAMES TO BE IN FULL.)

U

If a married or divorced

woman or a widow give also

1 Maiden Name,

J Name of Husband,

Sex, 7tv Color, J) Single
,
Married, Widuued er Dihiuiu.il,

Age, AfYears, Months, Days. Occupation,

* Residence
{ ^ }

Place of Death, yy m/uAQiJy L()/p }ilA p

Place of Birth,

Name and Birthplace of Father, ,r
V

Maiden Name and Birthplace of Mother,

Place of Burial (Give name of Cemetery)
. /) aOhiDated at

on I

fVX y^/L-p h?yt- y yy

oC
2i^ 190 5^-— 8

ii jFOJPAnm*

PHYSiCLAN’S^OERTIFBCATE,
Y. M. D.Name and Age of Deceased,! \ Age,..

Place and Date of Death, died at yyjis). ..cy.y^.. <2.a. 1 9oy
t.. ri (

Primary, Duration,
Disease or Cause

)

J //A /i /f
of Death,!

j
immediate, Duration, /

I certify that the above is true to the best of my knowledge and belief.

y
Signature and Residence

of

Certifying Physician.

M. D.

Date of Certificate,

• Give also street and number, if any. f Give sex of infant not named. If stillborn, so state,

t If a Soldier or Siilor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or tonm

As/.. .AL—
Agent of Board of Health.
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FULL NAME.

Place of Death )

and Residence
)

Date of Death

CITY OF BOSTON. COMMONWEALTH OF MASSACHUSETTS.
CITY O

RETURN OF A DEATH—1904. BOSTC
Eliza..H©.aM Registered No 7-01-9

B.o.s.to.n .Mass. • ... .Horn., . ...Hasp.i.tal

Aug 21
1904. Age 7P. years .7. months 5. d.ys.

STATISTICAL DETAILS.

SEX COLOR SINGLE, MARRIED, WID., DIV.

female. wM.i.e. widowed,

Maiden Name

Husband’s Name Wi.ll.taja...He.al.d

Birthplace Is.l.e_..of ...Jer.a<2y....Gr...

Father°
f

- ThOmS.

ZW&l England.

“I&lrr. Annie Sherwoodof

Birthplace
of Mother England.

Occupation non©

Informant

Place of Burial Worcester Mass
or removal vr?r.M.

Undertaker Horace.. R...Qr.an.e....&....C.o.

?....weeks...&._2..,.day.s..

PHYSICIAN'S CERTIFICATE.

I HEREBY CERTIFY that I attended deceased during last illness,

from 1904 to 1904,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

8X25= j

Contributory :

(Duration)

Wm 0 Mann
(Signed) M. D

Aug 21 904 .

SPECIAL INFORMATION from Hospitals, Institutions, Transients, or Recent

Residents.

Usual Residence P-

.?. . .

.

.^nd© Till 1.1 .. . SI). . . W.in .tlU".Qp.

.

Filed Aug....24 1904.

A true copy.

Attest

:

Registrar.



physician's

cert
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the

cause



Form C.

JVc.

®ommontu£;tltlj of Itlasearijusetts/

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

Date of Death,

Full Name of Deceased

(FILL OUT WUTH INK. ALL NAMES TO BE IN FULL.)

c / "
190

Of/'QA/obsLA

If a married or divorced

woman or a widow give also

<r^

1 Maiden Name,

J Name of Husband,

Sex, Color, Single, Mamod, WitUwml or Divorced,

Age, Years, Months, / Days. Occupation,

* Residence Or
/O

Place of Death,
___

Place of Birth, CfALs/ /- jVy ’ -

r, Ux/'Name and Birthplace of Father

Maiden Name and Birthplace of Mother, &uIhA Cb,

>, AAcAitlvvbjoPlace of Burial (Give name of Cemetery),

CZ:1/IAAAX^u^ AZP.
. *- place of business J./ . r-p f

90 of Undertaker.
[ / Q AJyJA'Pl^A

Signature and
place of business

PHYSLplAN’S CERTIFICATE
Name and Age of Deceased,!

Place and Date of Death, died ^t

w (
Primary,

Disease or cause
J

J

of Death,
{ J

Immediate,

I certify that the above is true to the best of my knowledge and belief.

C7LtZZ*y

Age, O'. Y. y M./^ D.

(g/Jy Jzr siA

Signature and Residence '

of

Certifying Physician. .

M. D.

Date of Certificate, ZZ 190^

^

• Give aleo street and number, if any.
f Give sexpf infant not named. If still-born, bo state.

| If a Soldier or Sailor in the War of the Rebellioit^ive both Primary and Immediate Caiiee.

Countersign and transmit to the clerk of the city or town.

....C/s <

Agent of Board of Health.
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Form c.

Cammoniuealtk ai IJlassarlpsetlB.

/TV

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death, '' 190

Full Name of Deceased^ ^jPAviMlcIs CV ,

If a married or divorced

woman or a widow give also

1 Maiden Name,

j Name of Husband,

Sex, Color, Single, Married, Widowed or Divorood
,

Age, r "—Years, ^ Months, f^^^-Days. Occupation, ^

—

* Kesidence

Place of Death, /'/% LsUj2^l

Place of Birth, 72ACl^>

Name and Birthplace of Father, Q/jdtUa^uL (2t,

Maiden Name and Birthplace of Mother, sul //3te/XyL

Place of Burial (Give name of Cemetery), ....

X. Signature and (
cb

si / /?A#
Dated at

on .... z/lJQjLj... 190 J4

Signature and
place of business

of Undertaker.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,!

i
(2X ' \y. y?„m.,c^d.

lied at CX.A.< 190 ££

Duration,

Place and Date of Death,

Disease or Cause
j

^>r^ln,ulv »

of Death,!
) Iramediate, Duration,

I certify that the above is true to the best of my knowledge and belief.

Signature and Residence '

of

Certifying Physician.

Date of Certificate,

_M. D.

190y
• Give also street and number, if any. f Give sex of infant not named. If still-born, so state.

| If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

Counlereiyn arid transmit to the clerk of the city or town,

/A — -

Ayen l of Board of Health.
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[n-’02.37-LM.J

Permit No.
' V

RETURN OF DEATH.

(If a married or dmrreed woman give maiden name, also name of husband.)

Sex, a Color, Condition,
i, White, Black, Mixed, Chinese,

IndiaD, etc.)

Age, fA*$ Years, ff* Months, SDays. Occupation,

Residence, SJL Ward,

Place of Death, /A T

Place of Birth,

C&ccsrd:

Z ZZ

(State year, month and day.)

Date of Birth, ^ Sff & £
Name and Birthpla

of Father, )

Maiden Name and;

Birthplace of Mother, )

Place of Interment, 'f//c *-*-tN' Ce^t *

tPZ /. / ZI>L

7/ siA /? ACndertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston

,

^ ^ 190

-C Age, ut£. years.

AP 7 A<2. (. & in /S c A

Name and Age >

of Deceased

,

J

Date and
Place of Death

f Chief cause,..

Disease

( Contributing cause,

[
Chief cause,

Duration
( Contributing cause,

I certify that the above is tru
m

Name and Residence )

of Physician,

’If an institution, state how long an Inmate and previous resilience.

Pgejuid belief.

M.D.



>

L



Form C.

Commontomlth af

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Name^

Date of Death

Maiden Name,
)

If m
^<l?Sd?

wed
i

Husband’s Name,

/ * (FILL l.

Sex^^5??^'Col()r,

,
.190^^4 Age,'— Years, ^ Months??^^ ..Days.

Occupation,^Single, Married, Widowed or Divprced, . v^upnuu,"" - • «

Residence,
) ll°0

a
^tc fun"’ j

t

Place of Birth,

i

Place of Death,

Name and Birthplace of Father,

Maiden Name and Birthplace of Mother,

Place of Interment, (Give name of Cemetery), PT ^ /

Dated at

on *j£-

Signature and
place of business ,

of Undertaker. ( /

^

PHYSI S CERTIFICATE.
Name and Age of Deceased, f

PIace and Date of Death,

t~v* n (
Primary,

Disease or Cause 1

J

of Death,
J J

Secondary>

Age.— Y.yT. .M^f D.

\ Duration,

Duration, / 0

I certify that the above is true to the best of my knowledge and belief.

Signature and Residence

of

Certifying Physician.

M. D.

of Certificate,

and number, if any. f Give sex of infant nob named. If still-born, so state,

ailor in the War of the Rebellion, give both Primary and Secondary Cause.

Countersign and transmit to the clerk of the city or town.

^
Agent of Board of Health.
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Place of Death I

and Residence )

Date of Death

CITY OF BOSTON. COMMONWEALTH OF MASSACHUSETTS.
CITY O

RETURN OF A DEATH-1904. BOSTC
_Er.e.dari.c.k...W, tV.alsh. Registered No 7.4.0. 6.

...B.o.s.to.n., Baptist. Hosp. Parker Hill..

.S.G.p....4.j. 1904. Age .4.6. year* montn* dayJ

SEX

STATISTICAL DETAILS.

COLOR SINGLE, MARRIED, WID., DIV.

...M. ,W.

Maiden Name

M.

PHYSICIAN’S CERTIFICATE.

I HEREBY CERTIFY that I attended deceased during last illness

from 1904 to 1904

that to the best of my knowledge and belief death occurred on th<

date stated above, and that the CAUSE OF DEATH was as follows

Husband’s Name

Birthplace Bociiester ,K«Y

Primary
(Duration)

Urinary.....ex.tr.aYaaa.t.ian....

from ruptured ur.e.tiii

a

Name of

Father

Birthplace

of Father

Maiden Name
of Mother

Birthplace

of Mother

Occupation

Informant.

..Fr eder ick.. W... ...Walsh..

..England

.Enma...Wi^nall

..England

.Publisher

(Signed). .0,. E,. Johnson m.d.

.S.e.p....S. 1904

SPECIAL INFORMATION from Hospitals, Institutions, Transients, or Recent

Residents.

Place of Burial .

or removal Winthr.op....Cem.,....Win.th.r.o.p.

Undertaker S-Uimer ElOyd
Winthr op

Usual Residence W.i.n.thr.ap.
y
3arlle-t-.t---Rd

Filed S ep -.8., 1904.

A true copy. x7

Registrar.
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Form C.

(lommontaltfr of litosar^setts* T
No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

LL OUT WITH INK. ALL NAMES TO BE IN FULL.)

If a married or divorced

woman or a widow give also

Date of Death, £ 190 (£

Full Name of Deceased,

1 Maiden Nai^e,

;

>

J Name of Husband,.

Sex, Color, }5 Single, Mamriod, Widowed or Divorced,-

Age,
(

Years, CX^__Months, ^3 Days. Occupation, (

* Residence fun": } Jf "

Place of Death,

Place of Birth, /r "
Name and Birthplace of Father,...

Maiden Name and Birthplace of Mother,

Place of Burial (Give name of Cemetery)

r

Dated /at .^.Jf....C'1/l/^dyi^^ A —
<55.....L 190on

WOd

Signature and
place of business

of Undertaker.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! ^ Age, Y M 1 D.

Place and Date of Death, died at 'vj 90 f~.

Primary, Duration,

Duration,

Disease or Cause
of Death,!

Immediate,

I certify that the above is true to the best of my knowledge and belief.

* Give also street and number, if any. f Givo sex of infant not named. If still-born, so state,

t If a Soldier or Sailor In the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

-< ~ _

Agent of Board of Health.
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THE

DEATH



Form C.

®0mm0itbxeaIl(j 0f l|tassat{msetig.

•... , $ /

Xo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL O UT W ITH INK. ALL NAMES TO BE IN FULL.)

Date of Death, £ ^ 190

Full Name of Deceased, Xj).
] {

'/O^Pl/lAz*

If a married or divorced

woman or a widow give also

'j Maiden Name,

f —
) Name of Husband, ,

—

Sex, Color, Zki Single, Married, Widowed-or Divorocd
,

Age, — Years, Months,

* RpQiHpnop ( If out of town,

)

iiesiuence
j also state fully< j

Place of Death,

Place of Birth,

Days. Occupation,

C

'aAA.

Name and Birthplace of Father,

Maiden Name and Birthplace of Mother, ..

Place of Burial (Give name of Cemetery),

Dated

on C 190

Signature and
place of business

of Undertaker.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased, f Age, Y.< M. D.

Place and Date of Death, died at

Disease or Cause
)

^
>™nary>

of Death,
t j

Immediate,

f 6
• 190+h.

Duration,

'.A... Duration,

1 certify that the above is true to the best of my knowledge and belief.

• Give also street and number, if any. f Give sex of Infant not named. If still-born, so state,

t If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or ioum.

- ^6^C> </<?
v

t^£^e^C_.

Agent of Board, of Health.



RETURN

OF
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DEATH
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1



Form C.

Cammonfomllfc nf Stassarijpsetts.

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

W7 (FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death, / 0 ,f

190

Full Name of Deceased,

t 1 Maiden Name,
If a married or divorced 1

woman or a widow give also

K

j Name of Husband,

Sex, Color, Q£ Single, Married, Widowod op-Diverood ,

Age,
^ — Years, ^s^^Months, ^ Days. Occupation, C

* Residence
{ ® |

Place of Death
,

(o£ &QsUJklu^ Up&J -

Place of Birth, // //
P

Name and Birthplace of Father,.. VJr~

Maiden Name and Birthplace of Mother, . AOcppu — Of,

Place of Burial (Give name of Cemetery)
S AP

'

Dated at

on...

'..Pi/

./...

Signature and
l t / place of business

.190 of Undertaker.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! /0(^/!AOJ Age,.p^PY.A M (?. D.

Place and Date of Death, died at. 190

T. . „
(
Primary, Duration,

Disease or Cause J

of Death,
J j

Immediate> Duration,

I certify that the above is true to the best of my knowledge and belief.

• V -^> —

'

Signature and Residence

'

of

Certifying Physician.

...M. D.

Date of Certificate, ) \ b

tX^J

190^ .

• Give also ntreet and number, if any. f Give sex of infant not named. If stillborn, bo state,

i If a Soldier or Sailor In the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

. (^is. .A. .
.

Agent of Board of Health.
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IP a s
/$&?***. CITY OF BOSTON. COMMONWEALTH OF MASSACHUSETTS. ?"

-. CITY Ol

RETURN OF A DEATH — 1904. BOSTC
FULL NAME Ar,t.hur

.

. .

M

. . . ..L&C.V. Registered No 7510
CV} f V

plac
,

e ° f Death
( Boston , Children's. Hcsp. "

and Residence
J

> P * y' ’

Date of Death S.e.p.e.11-, 1904. Age years 4 months .4 days

STATISTICAL DETAILS. PHYSICIAN’S CERTIFICATE.

SEX COLOR SINGLE, MARRIED, WID., DIV.

M W. S

1 HEREBY CERTIFY that 1 attended deceased during last illness,

from 1904 to 1904,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows*

Primary:) Atrophy 4 m03

Birthdace Boston

(Duration)
J

w

Fa
a

ther°

f

J 81116 3 Racy

3
f

,!

?S" Brookline Contributory
:
|

(Duration)
j

f̂

a

M*t

n
L^

ame Catherine Gilhride

Birthplace ^ ,

(Signed) R
.. .S. Row! and M.D.

..Sep.11. y
1904

SPECIAL INFORMATION from Hospitals, Institutions, Transients, or Recent

Residents.

r:

aC

remo v

B
a1 \

.'.

a
' Bro.Qkline yHo.lyho .o.d . ..Cen

Undertaker Jai»©S J • • 0 * Dfty

Brookline

Usual Residence W.in.t-hr.Q.p.

Filed 5@p-.12, 1904.

' <C4M7?Z
Registrar.





iU.j

Permit No..
' *

RETURN OF DEATH.
BOSTON MASS.

Date 01

Name in full, ..

Sex,

(ff^uruz-r^—
l woman give maiden name

Color, //£/.. ...Condition,.!
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age, .(J O .
Years, Months, Days. Occupation,

Residence,...Crv* y&wv< & u/Ward

,

re-

place of Death,
r ^ * * r (State year, moutn ana aay.;

Place of Birth, £ .. Date of Birth, /'J;
< ^

Name and Birthplace
j InJ

of Father, j

Maiden Name and )

Birthplace of Mother, \ -
/JfN ' f

A

Place of Interment,

Undertaker.

Disease

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Bost&j, /C — J90^.

.. c c Age, ears.

|
Chief cause,

Name and Age )

of Deceased
, p"f

l

Date and
Place of Death,

{ Contributing cause,

Duration
( Chief cause, CfT C+a^v

inn. <

\ Contributing cause,. tr~-

C't4y£'<rfy.

I certify that the above is true to the best of my hnowledge and belief.

M.D.

JA/Lma

Name and Residence I

of Physician, I

•If an Institution, state how long an Inmate and previous residence





Permit No. /.

RETURN OF DEATH.
BOSTON, MASS.

Age, 2.7 Years, Months, Days. Occupation,

Residence, Ward,

Place of Death, s' _ Y/R YAjrY'V

Place of Birth, y'Kj'f'yYfr'i- r/'YM&ZT!

Name and Birthplace 1

(
* L '^A.Y^r..

(State year, montli and day.)

Date of Birth, acAN^jr-ysyi

of Father, )

Maiden Name and
Birthplace of Mother

Place of Interment, ctsZ,

'

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH

/

Name and Age )

of Deceased, )
'

Date and )
. ;£. Z ^

Place of Death,* j f
Chief cause,.. &2<-^4Lc.,t.»C i4L

i90f/„.

//tfe, 2^. years.

Disease I

( Contributing cause,

*S~ „
|
Chief cause, ....

Duration q
( Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

M.D.
Marne and Residence I

of Physician, )

•If an Institution, state how lon^ an inmate and previous residence.
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Form c.

CQmmflttbxealtk of /
v

V MT
<U‘ /

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death, A A1/' "
190

Full Name of Deceased, aO

{

)
Maiden Name,

If a married or divorced
y

woman or a widow give also

Sex, Color,

Age, ^ Years, A Months, A

^

Days. Occupation, f'
~

* Residence {S^totoSS?:} AtZeA . APt

j Name of Husband,

Single, Married, Widowod or Divorood,

pPlace of Death, XA > ^/ZatP^O. /&) Lasla./

Place of Birth, Ao OuyA

Name and Birthplace of Father, AAf/ft/l4Ay fjy pA/yAyL

Maiden Name and Birthplace of Mother,
e=

P7yVt (^-/yrt^cly r=

Place of Burial (Give name of Cemetery), ®Jg4/1A*A

Dated at. Signature and ( isiA/l/l/tAALAy ^^AA4fkf;.£Ay..

4k, /TTT7 „ /-o // c/ Placiof bU8i“efls
i / Qyon YsjQ&MA'L&Ss...J&L..190 </

place of business

of Undertaker.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,!

Place and Date of Death,

Mre,^ Y.j3_M., /fj).

Disease or Cause
|

’

of Death,
| j jrame(jiate>

died at. /A/Ao>/}yFZ/l- /&) Ak)/^f@A tfL^A '

190 £-4

puration ,
7 yy±f

Duration,

I certify that the above is true to the be my know ledge <da»*Hbelief.

Signature and Residence

of

Certifying Physician.

M. D.

Date of Certificate,

• Give also street and number, if any. f Give sex of Infant not named. If still-born, so state.

| If a Soldier or Sailor In the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or toam.

Agent of Board of Health.



'/
/

\ V*

' * \

c

X
{”

<
LU

Q
LU

X
h*

Li.

o
z
DC

D
H
LU
DC

C

^ o

£

o
w
co

>
K
PS

aT
<M

p
K
B
•«

<5

S
o

H
O
-
C-l

*

o
GO
ce
o
o
05

«w
O

2
o
o
r0
-4-3

0
c5

ce
05

ce

05

rO

o

05

a
>
‘be

o

«4H

0)

ce

05

>
cp

a
• f-H

£ ^
_ s3

.C ce
<x>

0505

K

fc
©
H
O
s
cc

C5

P3 -4-P>

ce

. o
~zz .2

*-4^> ce

-.100

05

«+H

05
l

O
-4-3

05

be

05
l~0

o

-4-3

CO
QD
05

ce

-4-^»

r/3

‘be
05

(h
O
£
*-4-3

CO

— CO

in

.2
[3

2
05

o

05

ce

0
•£

ce

ce CO

rH p:
Ph o

*
CO

-*-3

Ch
o

-4-3 p2 05 .3 CO 05
^ P2 o - *H

•3 =3

*w cS rr 3
T3©

S 3 fa

• 5P =(H
00 3

3=
as .-*2

2 s

-4-3 ce rP 05
P CO j2 05
o
CO 2 3

05
>

rCj
CO
ce

05a 2X
CO
05

05
*7^

05
o
05 .

"to
q=! 0

P t>
05

-4^> 05 -4-3

c3
00 2^ -4-3

,
r*| ce

«H
o

ce 05

~0 rrf
CO

ce
ce o

*ye O f3

C3
fi-i

’p CO 05 c3

©

’3d

&C J 'o ~
P2
O

© 73
222 co 3
"S =5
r© © S© Jh ^

<VH ,3

>> -5

5i -
© 3
,© «H

© <t

^ .t
o §

ce *~n*3

«4H +3

o
05
CO

o
05

"ce
05

«4H
o

.2
’-4-3

CO
-4-3

o O £
p P 05

05 p
o 05

‘be Q *?

2
05 &

05
to

05

.P

ce
05

05a
IS ^ *
*> .IS C5

. • ~»

4-4

05
a
se
o

&C
PI

*g
ce

rS?r

P-<

s
o
o
o

0
£
o

-4-3

3
>2

s
o

£
o

M
3
2
05

"3

O
-4-3

©

Ji ce

&© -£
cT co

rH ^
£ !§

JS* »
"2

©
Pu

,©

©

©
-©

£ nd
© 03
P ©- rrj

>i a

S l
*o ^
O ^P

o
38

«4H
O

o
c«

«+H

*P
05

05

Ph

be

ce

o

05

.p cr
05

05

° rB

P -e

o
05
rp

05

c: 0 05 c
ce 2 •- go o ^ s

-r c ^
JS ^ £ ©
m 0 ~

Eh
c
ce
«4H

o

-+J
S4-H

ca

05

ce
-^3

s

0

>1 T-t

3 C3

t> o
K V>

.°
2

bC
fl

a <?*

Jz;
c -4-3

-4-3 "be

o -4-3

ce
OM o 05

CO ne o
H 05 H H v3

05 . H
O O o S|—

1

-4-3 o O
3 w K o c3 «H w
CC «M

o cc GQ
-4-3

o
CP >3

-4-3

cc

ce
o Er o

2 ce

ce

a
o
o
05

o
H-

1

H
O
GO

n3
05

ce
o

CC!

O
>>

00

H
to
•<

K
O

si

O C5
«s C5
2 to

-+* 05

^ 05 .£

‘3

ce 05

be

-4-3 P3
05

ce r-T 2
CO

>
C

r->
ce q-i £2

-4J

OP rg
CO

05

O
05

.2
*-43

CO

be

n<*.
rH

ce

ce

O ^

ce
o

o
«4H

PU

o
o

>43

-^3.
3

o l i o Ph

r*1 ce

3
ce *-43

05

05

2
ce

-4-3
f " '

o

CO
CO

CO

5 ce

05
ri
Q

t> w .°
qp cc r~{

-4-3

>

P
05

o
-4-3



[4-’04-37-LM.] KCJ 84^

Permit No..

.

' *

RETURN OF DEATH.
BOSTON, MASS.

if O

/?
Name in full,

(If a married or divorced woman give maiden name, also name of husband.)

(Single, Married, Widowed or
Divorced.)

Sex, Color, .tgy AA Condition,
(White, Black, Mixed, Chinese, (

Indian, etc.)

Age, ./fr/./CYears,..." Months, zz.. Days. Occupation,.

Residence,.. Jy Ward, N
Place of Dealh, .ClCf^/(A f^JL.

J f t
L <-

(State year, month and day.)

Place of Birth, of Birth, /̂ CTJ?.

Name and Birthplace ) C<^J> /<_
of Father,

Maiden Name and ) \

Birthplace of Mother, 3 ^
Place of Interment,.. s ft/

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston, jfL .190..M

(

and ) Vj^ Q_yP ydX -f/C

Name
of Deceased

Date
Place of Death,* j

f Chief cause,

Disease -<

years.

‘IaJLc^z*—

Duration

( Contributing cause,

( Chief cause, ^ A *

( Contributing cause, vv* W—A *

I certify that the above is true to the best of my knowledge and belief.

Name and Residence ) 1 \. V v V
of Physician, { \ M.D.

’If nil Institution, state how long an Inmate and previous residence.





Form C.

/]• Ji\l* J
ol J|tassaf|ws*tts.

Xo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

ir ILL U (

Date of Death, (PiX^fep
Full Name of Deceased,

If a married or divorced

woman or a widow give also

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

"
190 t/r

1 Maiden Name, /" ' ^

J Name of Husband,
(

Color, 'J/ Single, M«H?*4ed, Wid-ewcd -or DivoreethSex, yfoy

Age
,^ Y Years, Months, —JDays. Occupation,

'
)--'l 'C. O, '_ J d i (J-tft

* Residence
{

} .
&~/nA'/ /3 OV

Op'-Tyt /§> *- ^Place of Death,

Place of Birth,

Name and Birthplace of Father,

Maiden Name and Birthplace of Mother,

Place of Burial (Give name of Cemetery),

Signature and
place of business

190 of Undertaker. /^ ydl/APJ

Name and Age of Deceased

Place and Date of Death,

PHYSICIAN’S CERTIFICATE.
,t

^ Age,-27 Y. M.CN.D.

died at
<S^Ctyf 190

... ~ \
Primary, — Duration,

Disease or Cause
)

) ( H
' \

1
of Death

,

%

j
Immediate, 1 h^^L. Duration,

I. ^ J
1 certify that the above is true to the best of my knowledge and belief.

Signature and Residence V
of 1

Certifying Physician. / 1) 'l/lUAy

M. D.

Date of Certificate,

• Give also street and number, if any. f Give sex of infant not named. If stubborn, so state,

t If a Soldier or Sailor in tiie War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

[gent of Board of Health.
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Form C.

CommflnkealtJj ai gtassacjmsftts.

s* 2 JL *

Xo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

Date of Death,

Full Name of Deceased,

") Maiden Name,

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

y " 190

If a married or divorced
woman or a widow give also

J Name of Husband,

Sex, 22k Color, Single, Maswed, Widowed of Divurced,

Asre, « 3>j Years, r Months, — Days. Occupation,Months^P^—- Days. Occupa

* Residence
{ ^LS^tafe fun?.’ }

0?J~'O~zA 7

Place of Death,..

Q

7? / rt'-Jyl

Place of Birth,

Name and Birthplace of Father,.

Maiden Name and Birthplace of Mother, '

Place of Burial (Give name of Cemetery), .

Dated at_ Signature and (

/n? /r/ct. , .a.?. -'i. ...» '/ Tvzsr { /eon

Name and Age of Deceased,!

Place and Date of Death,

Disease or Cause
j

-Pr™aD >

of Death,
t j

immediate,

PHYSICIAN’S CERTIFICATE.
< JXdlltyA. Age,uJ/..Y.5' ..U.CS J).

died at .S&TjZl'J^.J^.j2l/)dA£d^

Duration, ...

1 y.

1

n̂lyy\ tj Vh^yf^ Duration,

I certify that the above is true to the best of my knowledge and belief.

Signature and Residence *

of

Certifying Physician. ,

or
M. D.

Date of Certificate
, m. i&L 190 Y:

• Give also street and number, if any. f Give sex of infant not named. If still-born, so state,

t If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and, transmit to the clerk of the city or town.

Agent of Board of Health.
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Form C.

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

Date of Death,

Full Name of Deceased,

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

ftft 190

Aj

If a married or divorced
woman or a widow give also

}

Maiden Name,^

Name of Husband,

, 7U

Sex, pl/ly Color, y/ft Single, Mamed, Widowed Piv^mH,

Age, 'ft'O Years, ^ Months,

—

''Days. Occupation, t ftft) dftftftft/s-1

* Residence
{ afso^tafe funy.’

Place of Death,.

Place of Birth,

Name and Birthplace of Father,

.

Maiden Name and Birthplace of Mother,

Place of Burial (Give name of Cemetery), ...

Dated at. jo

on

Signature and
^

(l’t;/<fJ.Lc sj' 190 of Undertaker.
^

/ft ^ fe/Jj/

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! A-P i AfJ

S

ft Age,yO?^ Y. M..C /S>.

Place and Date of Death, dietlaO/ft/2j ftP/ft. 190 4^

Disease or Cause ' >

of Death,!
/ Immediate,

Duration,

(p ft ^
Duration,

I certify that the above is true to the best of my knowledge and belief.

C/CKxic//
Signature and Residence

'

of

Certifying Physician.

Date of Certificate, inftf
ft

Uyi. 7
M. D.

ft].. i..h 190 ft
0

• Give also street and number, if any.
\
Give sex of Infant not named. If still-born, so state.

| If a Soldier or Sailor In the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.
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COMMONWEALTH OF MASSACHUSETTS

FULL

{CITY OR TOWN.)

Registered No.

RETURN OF A DEATH

cuJf.. ^AjPialL. „ __ ....

P

De

C

,V- I

' °Z£\.@.ghk. '??. 190 y
Age i\^). years S.. month/ jc?.Residence days

STATISTICAL DETAILS

. VartArS Po

COLOR

Qi/u'jy ^DlVORCEXl’

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTHPLACE*

NAME OF ) / . /7) C

P

ja-O y
father ( yy /%AAy J \J^r

BIRTHPLACE
OF FATHER*

QfriJbjfeuJ' WlayzO-

MAIDEN NAME
OF MOTHER

BIRTHPLACE
OF MOTHER*

jPfj-irc cfy

OCCUPATION

INFORMANT §

<n

L
PLACE OF BURIAL OR REMOVAL II

UNDERTAKER

DATE OF BURIAL

(Da/'

( 1/I/7A/1/1 J?A

190 P/
ADDRESS

ryitJiAJ}/

PHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from '(.... 190 ,^.to ..PPPfP^P....y^f^T.190 .^f, f

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

‘

I

(duration) DAYS

Primary:

Contributory

:

(Signed).

9SL Tl9 0 'Address

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

How long at

Place of Death? years months days

Where was disease contracted.
If not at place of death 7

Filed

.190.

Clerk

•City or town, street and number, If any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information." If In a Hospital or
*

Institution, give Its NAME Instead of street and number,

t In case of married or divorced woman, or widow.

t State or country
|
also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.

J.L
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ALL

NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS • Qyl /(l

r
RETURN OF A DEATH

FULL NAME /A / Cst/OtC^

Wv
{Q'.£A

r
~^

JA. .... .... (. Age b 3 years (&

Registered No.

Place of Death *

Date of Death months . ^2. 3 , days

STATISTICAL DETAILS

O t A

+< hi 1 S\ V ,

COLOR SWett, MARR IED,
WIDOWED, ©ft-
BLVOnOC B-

—

L

—f- *

MAIDEN NAMEt /1st Gjls

HUSBAND’S NAMEt ,/ _

BIRTHPLACE?

NAME OF

At
'p

BIRTHPL>&^
OF FATHER?

MAIDEN NAME
OF MOTHER /

(
^(r^Lst-

BIRTHPLACE
OF MOTHER?

FHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from . \q ../2Ue£..A$f£\90.l/,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary

:

. (duration)..

Contributory

:

OCCUPATION

fd..

. (duration)..

(Signed).

.^^.T./^.^?ri90.yf:.(Address)

M.D.

SPECIAL INFORMATION only for Hospitals, Institutions, Transients

or Recent Residents.

Former or How long at

Usual Residence Place of Death 7. Days

INFORM

Where was disease contracted.

If not at place of death?.

Filed

.190. ...

Clerk

DATE OF BURIAL

ADDRESS

190

^

* City or town, street and number, If any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information." If In a Hospital or

Institution, give Its NAME Instead of street and number,

t In case of married or divorced woman, or widow.

J State or country; also city, town or county, If known,

§ Name and address of person giving statistical details.

II Name of cemetery.
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NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS

-I

<

4^ 31

STATISTICAL DETAILS PHYSICIAN'S CERTIFICATE

SEX COLOR MNL.Lt, MARRIED,
1 HEREBY CERTIFY that 1 attended decease^ during last

illness, from.^ T| 190 ^ to 5 ./. 190 ,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary: t /TUA'V't^ ’

MAIDEN NAME* ^lA^CXAsJ ^jb(TUP<L 71/1 - CXSUZk.

HUSBAND’S NAMEt L
' f , / /ryi

A^ZaLf& J^Tt //(
Yj
(yyuPi^

BIRTHPLACE* / (/

^

FATK
" 4^c^jeAyyU.a^k,

Contributory:

BIRTHPLACE . —

.

0F Oma-M JVjQi
(Signed) V 1 i\aJ^( ^7 M.D.

MAIDEN NAME // r «
/" 7/~

OF MOTHER ^ / r J) ff) {Tij£4-
^ ’\ i 190 (Address) '

.v* .7?^. ~ J

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or How long at

Usual Residence Place or Death 7 Days

Where was disease contracted.

If not at place of death?

BIRTHPLACE /i/ //
OF MOTHER* ^-r f ^

r 0vt//usu/ f/Lcu^
occupation ^-r--

^

INFORMANT § Filed

190 ...

Clerk

sj 7'favJZ: 190

* City or town, street and number. If any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information.” If In a Hospital or

Institution, give Its NAME instead of street and number,

t In case of married or divorced woman, or widow.

? State or country; also city, town or county, If known.

§ Name and address of person giving statistical details.

j^l|J)^pje of cemetery.

UNDERTAKER ( ^ ADDRESS

X§)uwmMsQphfjrMs of /yc^kf^ '/)

/ / f





ALL

NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS (D&u tf*

r\
RETURN OF A DEATH

FULL NAME Registered No

vS
**.

(Q.est^jh ..^.A^.. Age b 3 years... (p

Place of Death *

Date of Death months

.

<J>3, days

STATISTICAL DETAILS

SEX

k¥vum>Jjl^ y&ihu
COLOR smote, MA R R IED,

WIDOWED, e«-
aivonoco

MAIDEN NAMEt /1st &JLA^£*~

HUSBAND’S NAME

BIRTHPLACE +

'
,

n
Ir-Lssl *7XL

NAME OF
FATHER

BIRTHPL

¥
P PU-i—» 1—

OF FATHER*

MAIDEN NAME
OF MOTHER

$£4%.
r

BIRTHPLACE
OF MOTHER +

OCCUPATION

9

INFORMANT § f

PLACE OF BURIAL OR REMOVAL I

O'
DATE OF BURIAL

f

PHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from 190

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows

Primary: cJ*l?4trr1*s\Ur—

* City or town, street and number, If any, If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information." If In a Hospital or

Institution, give Its NAME Instead of street and number,

t In case of married or divorced woman, or widow.

J State or country; also city, town or county. If known.

§ Name and address of person giving statistical details.

|| Name of cemetery.
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NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH

FULL NAME...
r Registered No^

Place of Death GteAtoL fklA..

Date of Death CO.^.^eZl u// /'/ Age d 5 /.

d'^ 3l

(

o

.months

.

days

STATISTICAL DETAILS

COLO

'Jfe

SI N GL E
,
WA R-ffTEP,

vw?ow-&&T-cnr _ A ,
' #

?2lawA!bcl
MAIDEN NAMEt CXAsj Al/L-OSlAL

HUSBAND’S NAMEt ^ O //
/C'dlitripyL' >Tf /Ay) c/vuPtA^

BIRTHPLACE?

(gg
j

7 T/^

NAME OF , V

awjoAy
BIRTHPLACE
OF FATHER

t

yv, Oi
MAIDEN NAME
OF MOTHER

BIRTHPLACE
OF MOTHER t

~~¥
7 ,

/
Talcum

OCCUPATION

INFORMANT §

r

PLACE OF BURIAL ftft ftt

(JkMddh
UNDERTAKER I ‘

DATE OF BURIAL

190 7

,
4>

ADDRESS

U Vi'l/VIPA- '&7 Ĵry, r/f

PHYSICIAN'S CERTIFICATE

I HEREBY CERTIFY that I attended decease^ during last

illness, 190^. to 190 y,
that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary : UTU/f!^

o^di...^AA. !
^1..^,

Contributory

:

<T?y\
. ( DU RAT ion). . . . .vrL/.

.

(Signed)

fhu.

C V't 0\ajJ Uii x

I90A^. (Address) ’
.v
1

..

(DURATION) DAYS

M.D.

^
SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or how long at
Usual Residence Place of Death?

How long at

Days

Where was disease contracted,
If not at place of death?

Filed

190 .

Clerk

•City or town, street and number, if any. If death occurs away from USUAL RESI-
DENCE, give facts called for under "Special Information," If In a Hospital or

Institution, give Its NAME Instead of street and number,

t In case of married or divorced woman, or widow.

J State or country; also city, town or county. If known.

§ Name and address of person giving statistical details,

yj ^^IJfanje of cemetery.





NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH '

J
A , ,

W
FULL NAME... Registered No

Place of Death * QjRX. Ci^UM mJ*.

Date Of Death CC). ^.v/. Age / years y? month*..... days

STATISTICAL DETAILS PHYSICIAN’S CERTIFICATE
J2 . .

SBt, COLOR SINGLE, MAR-ftteD^

DIVQRCEP'
1 HEREBY CERTIFY that 1 attended deceased during last

MMIDTN N A III C t

HU8BAMQIS NAME t

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

BIRTHPLACES

t
NAME OF /? /f-s
,ATB

" fefoAAlc^fc.&hvjd Contributory :

r [
BIRTHPLACE v
OF FATHER*/ \ / ' - /J „ -,

MAIDEN NAME / a

OF MOTHER
CyVUX^

(Signed) „ M.D.

Jh^O I90..M (Address) J (

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or How long at

Usual Residence Place of Death? Days

Where was disease contracted,

If not at place of death?

BIRTHPLACE * V
OF MOTHER t > . ^ . .

/oW/i
occupation

informant} Filed

190
Clerk

PLACE OF BURIAL On riCMOVAt- DATE OF BURIAL

(Wry '
|
^ „„ </

* City or town, street and number, if any. If death occurs away from USUAL RESI-

DENCE, give facts called for under “Special Information." If In a Hospital or

Institution, give Its NAME Instead of street and number,

t In case of married or divorced woman, or widow.

} State or country; also city, town or county, If known.

§ Name and address of person giving statistical details.

^j|/lame of cemetery. *

UNDERTAKER r ADDRESS

7 f



•r-
.



CITY OF BOSTON. COMMONWEALTH OF MASSACHUSETTS.
7 ;.

CITY OF

RETURN OF A DEATH-1904. BOSTON

FULL NAM E....MJ

Place of

and Residence

...X5....M.C.C.cU".&liy , Registered Nc

A,'. r - f
90SI

(Vf, y

7eath
l Boston Carney. Hospital ZY;...v... .. ...

idence
)

Date of Death -.9..Y-.?. 1904. Age 7 year, 6.. -day*.

STATISTICAL DETAILS. PHYSICIAN’S CERTIFICATE.

SEX COLOR SINGLE, MARRIED, WID., DIV.

f eraale iM.t .e single

1 HEREBY CERTIFY that 1 attended deceased during last illness,

from 1904 to 1904,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows

:

Primary
) TvoilO 1 d F&Vpr

Birthplace W.ln tHr.Qp..i£as3 1...5

?.
a

tZ
of John J

(Duration) (
VCSJ

Q.ni.ia...3.. days

Birthplace T _ ,

of Father I.r.e.J.and
Contributory

:
|

(Duration)
j

Maiden Name Annie McDade

Birthplace Ireland
of Mother F1 .9. (Signed) w A Thompson M D

.?<> 3 |904

SPECIAL INFORMATION from Ho«pital», ln«titutions, Tramiant*. or Recent

Resident!.

o"‘”mo.
8
.T

ia
' Holy Cross Malden .Kasa Usual n-i.w. SO 3owdoin St -Alnthroji

Undertaker
F S Haloney Filed ,

N0V 5
1904.

d—





Form C.

Cammontaltfr of IJlassarfeusette.

A uVljtfy

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

Date of Death, IS

Full Name of Deceased,

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

</

If a married or divorced

woman or a widow give also

/' " 190

6&aaj.AO
1 Maide

J Name of Husband,

Sex, 720. Color, Al/

Age, C

y

Years, -Months, .(T\— Days. Occupation, QTz&Lt. /
" J /TO) A jO i 1 ' \A r

Married, Widowod or Divorood
,

* Residence
{ afso

U
sta°te fu%! }

...

Of
' Tl(dJr(2i/i6TtA. /& y.Tl./ .Jj/T/ t f// /4 /o

Place of Death, UMRatvOtb S fileJ C/jr

Place of Birth, &/l4As%0 ^ _

Name and Birthplace of Father, 0. en,dJ $~sCAaA AQ. {(.J/UAj

Maiden Name and Birthplace of MpUier, /l4JklTL/(^ (L/iAAJ[ L'W, aYl/h ' \

Place of Burial (Give name of Cemetery) ^

o
Signature and

place of business

'kTOTZ/rifd/..
t . / place of business

^ —
i /IJpT j

- 190 V' of Undertaker.
^ /.O'' T ITAWACVV O) tA&tJ

PHYSICIAN'S CERTIFICATE.
Name and Age of Deceased,!

Place and Date of Death,

d>:4r .<£) <7 Ill'll^- Age,, £>£y.CT±M.X^=&.

Disease or Cause
j

^>r^marl >

of Death,?
j
Immediate,

/
1

l

190 d
Duration, TO.~T..

..... Duration,

I certify that the above is true to the best of my knowledge and belief.

_M. D.Signature and Residence \

of <

Certifying Physician, i

Date of Certificate, Jt IT) }

Dest ot my knowledge a

r>UL*0

wy.
• Give also street and number, if any. f Give sex of infant not named. If stubborn, so state,

t If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.



RETURN

OF

THE

DEATH



ALL

NAMES

TO

BE

IN

FULL

/'/
COMMONWEALTH OF MASSACHUSETTS

„***»»*

»*««•'V* wwje*** *4-C RETURN OF A DEATH name of town.

^
^

—

FULL NAME Registered No

Place of Death * o . sJ. ..\ . .

.

.

.

Date of Death 'T\.0\ .\,T. V!^. T ...\.S^.O..L^r:. Age £L.3>. ...years months days

STATISTICAL DETAILS

SEX COLOR

-\A5.

SINGLE, HiMrWBIFn,
W I DOWED, O ft-

DIVOBCEP-

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTH PLACE t

VVyv xy IxvjtvxA
NAME OF
FATHER

__L a rv^3^ rv l rY^
BIRTHPLACE
OF FATHER t

<Orr v. \ X~\

MAIDEN NAME
OF MOTHER 0

L W'Tx Xv)_TY^CT'\ v s

BIRTHPLACE
OF MOTHER

f

S. fw\r|
OCCUPATION

JCa. SI POOL -K> O \ ry-rxXV Jk.
INFORMANT §

^4--

PLACE OF BURIAL OR REMOVAL II DATE OF BURIAL

*
j

~LVYp-mA VtvJlAS n" ^rxrtKI' t^ TUrVj~...l.Q.- 190.u|r .

1 UNDERTAKER
~

“AJuCiA.rr>>

ADDRESS

PHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from..XL£rYT7.. AQ.,... l90.V^.to...TTLcnJ~'....).k
1

. ,I90..LLj

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary:

.(duration) >?. DAY
Iq

Contributory

:

..(duration) DAY I

(Signed) ~O.L— M.D.

~. 190 (Address)

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or
Usual Residence. ...sJ

How long at

Place or Death?. Day*

Where was disease contracted,
If not at place of death?

Filed

7OxX:^, ..Va T ...l90wL;
r

J
Clerk

* City or town, street and number, If any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information." If In a Hospital or

Institution, give Its NAME Instead of street and number,

t In case of married or divorced woman, or widow.

t State or country
/
also city, town or county. If known.

§ Name and address of person giving statistical details.

Name of cemetery,





Commoniuealtfr flf lilassarfnxsftts.

>o.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

/j
(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death, 190

Full Name of Deceased,

If a married or divorced
woman or a widow give also

Maiden Name,

Name of Husband,

Sex, Color,

Age, ( -Years, C~ Months, r-—Days. Occupation,

* Residence

Place of Death,

Place of Birth,

Name and Birthplace of Father, (SVr /<§

Maiden Name and Birthplace of Mother, /C/]^eMUJL
Place of Burial (Give name of Cemetery),

Date

on

ited at.__2£
s* j v\ / place or ousines

-^srfTrr^... 190 of Undertaker.

Signature and (

place of business -{ r-s y.

Name and Age of Deceased,!

PHYSICIAN’S CERTIFICATE- n fZT.
rId g=T. Age, Y M D.

Place and Date of Death, died at 190

Disease or Cause
j

>

of Death,! /Immediate,

yj^xISL Duration,

_ Duration, ....

1 certify that the above is true to the best of my knowledge and belief.

t.- V W
Signature and Residence

'

of

Certifying Physician. .

JYLe .M. D.

Ul

Date of Certitic•ate, / crv~^ 190 V- .

• Give alio street and number, if any.
f Give aex of infant not named. If still-born, bo state.

| If a Soldier or Sailor In the War of the Rebellion, give both Primary and Immediate Cause.

Cowitersiyn and Iranmiit to the clerk of the &tli/ or imon.

- fZf.

Agent of Board of Health.
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DEATH
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Form C.

ffiommonfomllfr 0f Stassarfeusetls.
^ *

JYo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death
"

190 <4

Full Name of Deceased, G^aACfOA^ & aGaatl

'I
Maiden Name

,

GaJJJaJJ)^
If a married or divorced

\ // /? s\

. -woman or a widow give also t __ „ , .. AAl (A/
t j Name of Husband, JQJ.C&nA ,7 ' JAAPjff..

Sex, s5£ Color, -Single
,
Married, W-tdowod or Divorced

,

Age, Years, to Months, JA 6 Days. Occupation, C

* Residence { « rife SK$ }
O ~)70a^.

Place of Death, yy yr, ^
'ZkM/..

.

Place of Birth, /^IP£yQ^C^

Name and Birthplace of Father, AA?

Maiden Name and Birthplace of Mother, ^ -~~

Place of Burial (Give name of Cemetery) <'b M^r/pAy

Dated at Ma
// S 4-, / place of busine:

On sAs\A 190 y- of Undertaker.

Signature and
place of business

*6#

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! P. /<S, \ At/AfJL Age,^/^ Y....^L D.

Place and Date of Death, died at Qtrotr- *

Disease or Cause (

Primar
-V

-

, ^ 'AffAAl.
of Death,

( ) xmmediatei
|

...
At

J2. Zl._ loo V
Duration, _^L.^N^r^L

... Duration
,

^

1 certify that the above is true to the best of my knowledge and belief.

... Yip— V ASignature and Residence

'

of

Certifying Physician.

M. D.

to

Date of Certificate
,
Aery -2 y 190 Y.

• Give also street and number, if any. f Give sex of infant not named. If still-born, so state,

t If a Soldier or Siilor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.
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Form C.

Commoutocultb of IJlassattiusetts.
s 'v 0 '0*

' - /

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

,J
(FILL OUT WITH INK. i

Date of Death

Full Name of Deceased,

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

190 </-

/?/

If a married or divorced
woman or a widow give also

1 Maiden Name,

J Name of Husband,

Sex, Color, o-, Single, Married, Widowed or Divorced-,

Age, Years, AA Months, ffAA Days. Occupation, P

=*= Residence Of

^

...

Place of Death, ff 0 f .^^5A QfL ^
Place of Birth, ^°

Name and Birthplace of Father, iO/^Aj2pp A'S(2/ZrA^AAA^ ^fO) ff.Pi Sj/2^/As

Maiden Name and Birthplace of Mother, ^ 0jfl ^

Place Of Burial (Give name of Cemetery), _

Dated at_ Ofyf/vvL

on

C^^yi^Zty
^

Signature and ( (A/l/
/
!A^AlAdP....^A..

f
A^.'C^dfc-fAp.

. . place of business - , t /J
_

190 A of Undertaker. ^ ..ApJA^AAp- > /7A^2J^

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! Y....

/
/,.._M..2/ . I).

died at.. AA'A'(Pl/tAA/iA/b-^'> A)/p~~r cCL '

J'
''

190 *APlace and Date of Death,

Disease or Cause \
^>r*marl

»

of Death,!
|immediate,

Duration,

Duration,

I certify that the above is true to the best of my knowledge and belief.

W l
Signature and Residence

‘

of

Certifying Physician. ,

—&- - V M. D.

, / Sr cb/
'~ SO 09

190/

t(J

Date of Certificate

• Give also street and number, if any. \ Give sex of infant not named. If still-born, so stule.

t If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

mC Jl£ .....

Agent of Board of Health.
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Form C.

Xo.

/

ffiommonbxealtk ai lltassacfrusetts.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. .ALL NAMES TO BE IN FULL.)

Date of Death,. 190 /7‘T

a
f 1 Maiden Name,.
J If a married or divorced

)
woman or a widow give also .

1 ) Name of Husband,

Sex, '?7lA/i/ls Color, Single, Married, Widui'iul or Diwrooik,

^7 / L ’ /~~?s

Age, ^^ Years, /

/

Months, '
- Days. Occupation, zzbjt I ? mAffe

* Residence
{ iLoftate fully’ 1

V -
.

^ ^4s.
Place of Death,...

Place of Birth,

Name and Birthplace of Father,
4^'t «

Maiden Name and Birthplace of Mother, £^r
4

Place of Burial (Give name of Cemetery;,

Dated n Signature and

»>*< . . // place of business {/ (

—
-.j t . I .

xJy ^ yyvpi
* -/‘tt' jhJn n

/

ia/i.Vi

on j2\Lm A^r J2 29Q /f-'

f

{ /7'UuuC^

of Undertaker-
.

-fjr k^vypp^t —
PHYSICIAN’S CERTIFICATE.

Name and Age of Deceased,! Age, ~.Y M. _D

Place and Date of Death,

Disease or Cause
j

^r^1IiaD

>

of Death, t ) Immediatej

-190^.died a /̂ Tt^yLKZfyC
^

}A?rAyy}J . Duration,

\ 0 Vrvv oM '/kv^-C Duration,

I certify that the above is true to the best of my knowledge and belief.

Signature and Residence
‘

of

Certifying Physician. ,

M. D.

Certificate, 190^*7Date of Certificate

• Give also street and number, if any. f Give sex of infant not named. If stillborn, bo state,

f If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

7

Agent of Board of Health.
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COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH

FULL NAME -M— »- Registered No.

Place of Death* /<??.>..
C
T....

.
*£>,-<•, a >•;? / 9o....SS.. —Date of Death Age. .years . .months day

^
= /

STATISTICAL DETAILS

SEX COLOR SINGLE, MARRIED, >. y
Uf~.£~ Sg.' M

MAIDEN NAMEt

HUSBAND’S NAME t

PHYSICIAN’S CEETIFICATE

I HEREBY CERTIFY that I attended deceased during last

BIRTHPLACE?

2c tS T—'

NAME OF

S’ TVcsZf
FATHER— ,

BIRTHPLACE /
OF FATHER? !/ y S’

C^Cy CL-z,
O2r

. . ros 0

MAIDEN NAME

* L' T
OF MOTHER//

^tr? cr/Ay .
£

BIRTHPLACE
OF MOTHER ?

s

~\

OCCUPATION

>
INFORMANT §

illness, from K(vL,..J. I90^..to . Vr* 190 \j.t

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OFJDEATH was as follows

:

Primary : J IU'VV\^U^AT- W\
d
VI

.(duration) / L-
/ r DAYS

Contributory

:

—rr-fcuRATION) DAYS ••

(Signed)
^

(| 'A.'*.'. ..// V M.D.

A O^i)....'~T90 ty (Address)

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or How long at
Usual Residence Place of Death? Days

Where was disease contracted,
If not at place of death 7 .

Filed

190
Clerk

PLACE OF BURIAL OR REMOVAL II

7l/i *c d , , r

\

DATE OF BURIAL

R*.Jc
190

UNDERTAKER ADDRESS

/JZsii 1*^ j
1

•City or town, street and number, if any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information." If In a Hospital or

Institution, give Its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country) also city, town or county. If known,

§ Name and address of person giving statistical details.

II Name of cemetery. i\



-
(*

.

j



FILL

OUT

WITH

ink.

IMIS

is

rtnivi

ANtn

i

ALL

NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS
(Eity

of

RETURN OF A DEATH
J . 0\

*P
D

Ce
th\ -•-‘fa 0^1 Cambridge

{ nlatF .
*/ igo*/-

^ ^ Name of Hospital or Institution, if any No. Street .

FULL NAME. Registered No.

(Eamhrifcge

//i.

STATISTICAL DETAILS

"iaia

Single, Married,
Widowed &*~

Diw>rced~

Sex Color

gU):
Aden Name 1 f a married or divorced worn

tdAN'vf-.drr}

.

Husband's Full Name _

Ui
Birthplace City or Town and State or

(j/lnsl* i *r<

Full Name of Father

Birthplace of Father city or Town and state or country

{AaaJaAo. irtA/*\

Maiden Name of Mother , , .

fJ.UA/a.lss
. .

.

Birthplace of Mother City or Town and State or Country

ct/FR.rCC.....

Occupation

U (AxX^
Informant's Name (Heraon giving statistical details)

No. Street City or Town

Uqia Ttn/icUi

Place of Burial or Removal

ptA/p CUf/ugi'f /.

Undertaker’s Name

j/W/fflxcfi l,' (jj.UQcrZ

Cemetery

/ Adc*rfe**

j-6 /((too

L

a, c/ If f/o-t/o

9°

0 .

PHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during Iasi

illness
,
from igo to

igo ; that to the best of my knowledge and belief death occurred
on the date stated above, and that the CA USE OF DEA TH
was as follows

:

(If a soldier or sailor who served in the war of the rebellion both the primary ant
contributory causes ofodeath must be given.)

Primary:
:-Jt. < f/cEFfl

1
l/IflUA (Durationi°n 'FxfWaf 's\s*

Contributory :

|

s/(f^f*< fMft/fy>\

.

( Duration)

(Signed)

(Address) gjf 6 a 0-<y (/Iaa/i/ /(caef

M. D

*How long at

Place of Death? Years Months Dayi

Usual Residence
Special Information from Hospitals, Institutions, Transients, or Recent Resident:

Received at officejrf ry /
City Clerk (CAff. * igo^

C//l IffJ /Sf />07*/'
City Cler



*



Form C.

®ommmthxeaIt& of lltassarjpsetts.
* *

Xo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

190 ^
r

Date of Death,.

Full Name of Deceased, ^^^^3
If a married or divorced
woman or a widowf give also

1 Maiden Name, eft '/

) Name of Husband, c

Sex, Color, 77 Singly Marriedf^Yidmved or Divorced,

Age,7f Years, f Month?, Days. Occupation,

* Residence
{^uteS ’.

}
yMCt^

Place of Death,

Place of Birth,

^

Name and Birthplace of Father,/^hu^ulb tPc/6

Maiden Name and Birthplace of Mother,

Place of Burial (Give name of Cemete'ry),

f

Dated at

on

lAAt£&

tV&MA&Uf^
-190

*f-

place of business ,

of Undertaker. I

c

PHYSICIAN’S CERTIFICATE.
La* *y> Age

,
7"^Y /- D

.

died at.. .jS^JL 190 f.

.g^r7 Duration,

Name and Age of Deceased,!

Place and Date of Death,

Disease or Cause j

^>r™‘ lC >

°f Death,
t ) Immediate, Duration, *7

1 certify that the above is true
4
to the best of my knowledge and belief.

Signature and Residence
‘

of

Certifying Physician. ,

Date of Certificate, & S - 190^
• Give also street and number, if any. f Give sex of infant not named. If still-born, so state,

t If a Soldier or Sailor In the War of the lie hellion, give both Primary and Immediate Cause.

_M. D.

Countersign and transmit to the clerk of the city or town.

^
Agent of Board of Health.



RETURN

OF

THE

DEATH



Form C.

xo.£l

ffiommontaltl} of l|lassar(msetts.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

' -A ^.190Date of Death, 7 \.y!( PJf/]A7 LttC J /

Full Name of Deceased, J '/s'P/s./ri'MA

{

1 Maiden Name,
If a married or divorced

'

woman or a widow give also (
) Name of Husband,

Sex, Color, \j

J

Single, Married, Widowed or Divorced
,

Age, Years, Months, JZ / Days. Occupation,

* Residence {KtafeS}. CZteJuZl&r >&.£££?. ><V *

Place of Death, .4 c< t£, ///

y

/

Place of Birth, Jr M- lJjd/l &/> /

il-

...Name and Birthplace of Father, QUvJtLkL :^U^riA.,

Maiden Name and Birthplace of Mother,. .! P/eA./sJ?

rPlace of Burial (Give name of Cemetery},

Dated at_
f 'l_ 190 </

Signature and
place of business

of Undertaker.

_

Jc/ji/

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,!

Place and Date of Death,

Disease or Cause
j

^>r*marl >

of Death,!
j
immediate,

r r

died at JMtmMiclJ’j) ZJ 190 Y.

^ . z
Duration,

Duration, U

I certify that the above is true to the best of my knowledge and belief,.

Signature and Residence

’

of

Certifying Physician. ,

M. D.

Date of Certificate, ^
et f 190 ^

• Give also street and number, if any. f Give sex of infaut not named. If stubborn, bo state.

| If a Soldier or Sailor In the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

— J(L —
Agent of Board of Health.
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Form C.

ffiammoniumltk of Slassarfcirsetts.

£-

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Name, .. Sex, Color,

Date of Death, ^ <z^. 190 ;
Age,. Years, ^ .Months, ^ ’7......Days.

Maiden Name,
j

If m^* r̂
wed

|
«?.!

Husband’s Name,_

Single, Married, "YV iduvvrd ur Divorce <1

,

Occupation^-* f.

"Residence,
\ TuT/. |

L_2

Place of Birth, ........ *

"'Place of Death, / *3....

Name and Birthplace of Father, ^ ~ d/y

Maiden Name and Birthplace of Mother, C— ='-*-

Place of Interment, (Give name of Cemetery),

Dated at

on

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! Age,S7y..— M. 1 ).

Place and Date of Death,

Disease or Cause )

^r*niar>

>

of Death,!
) Secondary,

died at X^jg/O/C^^ / ^<r<LcL ^
— Duration,

Duration,

I certify that the above is true to the best of my knowledge and belief.

Signature and Residence

of

Certifying Physician.

Date of Certificate,

* Give also street and number, if any. f Give

| If a Soldier or Sailor in the War of the Rebellion, give both

M. D.

jL -..190j^

ed. If still-born, bo stnte.

and Secondary Cause.ary

Countersign and transmit to the clerk of the city or town.

Agmt of Board of Health.
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Form c.

Commflnbxealtfr of Jltessaxfwkettg.

Xo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death,

Full Name of

If a married or divorced

woman or a widow give also

*
19(

Debased,

'I

Maiden Name,

J Name of Husband,

Sex, XlXX Color, Sk Single, Married, Widowod or Divorced
,

Age,X1/- Years, C''—' Months
,

( ^ Days. Occupation,

• Residence
I

Place of Death, ((Q*

Place of Birth, PbtdjaA^ yytcuMQ

Name and Birthplace of Father,

Maiden Name and Birthplace of Mother,

Place of Burial (Give name of Cemetery),

QhU/?. Signature and

S> VH/uXjl

C O P,ace of business ( . nr-JpX / /7 skf/ '—~T
of Undertaker. /Q /O

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! 'tzfy&'OL'’ ^

f

' f (kyc/^yl^ Age,/ti5^ Y. yx__JVLOs—,.D.

Place and Date of Death, died at &X 1 90

kL . £ - * * * f *

Disease or Cause
j

^mal
.
v ’

of Death,!
j
immediate,

I certify that the above is true to the best of my knowledge and belief.

Signature and Residence
‘

of

Certifying Physician. ,

M. D.

(Q'T^ol ±̂X>

Date of Certificate,

• Give also street and number, if any. f Give sex of Infant not minted. If stillborn, flo stnte.

t If a Soldier or Sailor In the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or town.

£4̂ X(^ ^76c,

Agent of Board, of Health.
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Form C.

ftammonhxealtl} of lltesax^usetts.

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death,. ^ 190

Full Name of Deceased,

If a married or divorced
1 Maiden Name, v^G/2LsV'LsUt

i ii a, iudi i icu ui uivuiucu v jk /
> (s'

1
W°man " ‘ w“°w give a,S

°
J Name of Husband,

Sex, QJ- — -- — J — * V

<SL

y

Color, Of - Single
,
Married, Widonred or Divorced,

Age, Years, *P)~ Months, /J Days. Occupation,

* Residence {KuteS}. O

Place of Death,

Place of Birth, .

Name and Birthplace of Father,^--^^^

Maiden Name and Birthplace of Mother, yHj?^

Place of Burial (Give name of Cemetery;, ...... CvOr&L^y fo /mis

T>a t«,rl of f ,
OVvw/yiy Q/z/yctSignature and

On //.. - 1 9 fr j of Undertaker.
^ /fP J

PHYSICIAN’S CERJIFICATE.
Name and Age of Deceased,! 0/ Age,s5^.. Y,-.C5IIm.....,^?..D.

Place and Date of Death, ! died a^Q^l YlPfP P̂PP^P0

Pv^
190i .

Duration, ^L_
Disease or Cause

^>r^njaD »

of Death,!
j jmme(Jiate, Duration, Cg

I certify that the above is true to the best of my knowledge and belief.

Signature and Residence *

of

Certifying Physician.

Date of Certificate,

• Give also street and number, if any. f Givfelsex of infant not named. If still-born, so state,

t If a Soldier or Sailor in the War of the Rebellion, give both Primary and Immediate Cause.

. OtftuM . M T)

190 y (

Countersign and transmit to the clerk of the city or town.

^ rC/tLar . ..dZj&uu,7Ck^-C^.r.

Agent of Board of Health.

I
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UNDERTAKER’S RETURN OF A DEATH.

PUBLIC STATUTES.

The person to whom the permit is so given shall thereafter furnish for registration any other

information as to the deceased or to tJie manner and cause of the death as the clerk or registrar

may require.

“Any person violating any of the provisions of this section shall be punished by a fine not

exceeding fifty dollars.”

Date of Birth, *1821.

Date of Death,
.

° ** » l*^0o .

Name, Joseph \7 . Boynt o

n

Maiden Name, ..

Name of Husband,

Single, Married or Widowed, S ing l e

Color, White

Age, 83 Years, 4 Months, 15 Days.

Disease or Cause of Death, Heart Failure..

\ Ur .Metcalf ..... m. d.

Residence, .5.0 ..Cliff Avo.,ifint,hrop ..Highlands

.

Occupation, Hone

Place of Death, 50 Cliff Ave ,rinthrop Highlands
(Street and Number.)

place of Birth, Meredith jTI .II .

(Town and State.)

Name of Father, Joseph Boynton,

Name of Mother, Jane C . Oilna.Tl.(Maiden Name.)

Birthplace of Father, Meredith *N . H .
(Country and Town.)

Birthplace of Mother, TaEWOrth .11,11-
(Country ancTTown.)

Place of Interment, Enfleld rll .It.

Please fill out blanks marked with an X and return to

’

.
JOSEPH S. WATERMAN & SONS,

funeral Undertakers,

2326 & 2328 Washington Street, BOSTON, Mass.

TELEPHONE, ROXBURY 73.





[U-’02-37-T,M.]

Permit JVo.

V

(If a married or divorced woman give maiden name, also name of husband.)

Sex, Color,. SMillc Condition,
iWhite, Black, Mixed, Chinese,

Indian, etc.)

Age, P3 Years, ( Months, /& Days. Occupation,

Residence, C'
w

0 — Ward,

Place of Death, d

»

(Single, Married, Widowed or
Divorced.)

Place of Birth,

Name and Birthplace '(

of Father, ) _
Maiden Nam e and i /CVOAA/ Dd,

Birthplace of Mother, ) ,—^ fff

Place of Interment,

(State year, montl) and day.)

Date of Birth,fff

yu

PHYSICIAN’S CERTIFICATE OF T

Name and Age i
‘ a -

of Deceased, O

A

Date and
)

Place of Death,* ) ,

^
Chief cause,

/ftK\ AA , /v />

AUSE OF DEATH.

// " 190kr.

ge, re years.

Disease \

( Contributing cause,

Duration
Chief cause, fb

Contributing cause,

I certify that the above is true

Name and Residence I

of Physician, )

to the best of my knoudedge and belief.

M.D.

* If an institution, state how long an Inmate and previous residence!
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Form O.

ffiammonluealtjj of Rlassacjittsetts;'

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

Xame,
^

s/ZZ?

Date of Death, fis?:.:/.& — 190^
;
Age,4- *? Y

Maiden Name,
)

Ifm^' r̂
wed

(

4

Se»,fe..4, Color,

ears, ...Months, Days.

Husband’s Xame,_

'fj t-s
Single, Married, TYMowod^Qr «P i v< u-« -cJ — f. " ..Occupation,

•Residence,
j “EstateS' I

Place of Birth,

•Place of Death, ..^±1^

Name and Birthplace of Father

Maiden Xame and Birthplace of Mother, * *

,rr *- A ^ ^ ^ ^ e,

V 2 " ^ ' <r* />

Place of Interment, (Give name of Cemetery), _* ^ ^.X^^.....f^. .<.

signature and

c CVo place of business / ’ . / "1/ '

y /
19(X7C of Undertaker.

( C=> SjT

Dated at ,-£:.;r/ti '> r/'/fj

=A

PHYSICIAN’S
Name and Age of Deceased,! . J. Z Z./fs W AgeyZ Y

Place and Date of Death,

Disease or Cause i

^*r^ni;irX >

°f Death ’t
/
Secondary,

ICATE.
M. D.

died at..'....'./.
. /'/// A//.* - -'JV.V .’. -//Y

’

/; .<"
r

7
, /

•ation, (d.

190^'r

Duration,

Duration,

I certify that the above is true to the best of my knowledge and belief.

J*Signature and Residence *

of

Certifying Physician.

t

(/-

M. D.

•ate, 2Zhfl 190-*.Date of Certificate

* Give Also street and number, if any. f Give sex of Infant not named. If still-born, so state,

t If a Soldier or Sailor In the War of the Rebellion, give both Primary and Secondary Cause.

Countersign and transmit to the clerk of the city or town

A

2

(

Agent of Board of Health.
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COMMONWEALTH OF MASSACHUSETTS

(2
RETURN OF A DEATH

2LFULL NAME.../.....^..f.^L...; Registered No

Place of Death 2l" '2.^222... ^
Date of Death

/'W • /'>A

./ 9( sy / Z/' 2?..
ft Z ^^//2 //l

^2/r“y 2.2. 2.2.2.2, Age. / years . months 2..2^. days

STATISTICAL DETAILS

SEX SIN6L-LMARRIED,
Wl DOW ED7~«fl
DIVORCED

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTHPl ACE +

t

NAME OF
FATHER

/?-
BIRTHPLAC
OF FATHER t

r. -£>^

y*., ; si*2 y f j>

MAIDEN NAME
OF MOTHE

yx /t* y
BIRTHPLACE
OF MOTHER if

c ^ / 22* S //fie, 3

OCCUPATION

INFORMANT §

PLACE OF BURIAL OR REMOVAL il DATE OF BURIAL

hniAyz £i,.„yc.y
\

'/y, ,»o £„.

UNDERTAKER ADDRESS

fa y /? c. ** *

PHYSICIAN'S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from 190 3 to li
TV...'L-...3.. ... ... 1 9 0 AT;

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary:

. (duration).

Contributory

:

. (DURATION) DAYS

(Sisned, M.D.

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

! or Recent Residents.

Former or How long at
Usual Residence Place of Death? Days

Where was disease contracted,
if not at place of death?

Filed

190
Clerk

* City or town, street and number, if any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information.’’ If In a Hospital or

Institution, give Its NAME Instead of street and number,

t In case of married or divorced woman, or widow.

} State or country
|
also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.
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*
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[11-’02-37-TjM.]

Permit J\
r
o.

RETURN OF DEATH.
MASS.

p-yDate of Death,

Name in full, ^(2/l/tADPP^y Q) t

(If a married or divorced woman give maiden name, also name of husband.)

Sex, 'S/[aMj Color,. An: Condition, Al/l/Cf/i/iAj>, (Jb^ (White, Black, Mixed, Chinese, (Single, Married, Widowed or
lndian^etc.)

Age,. Gy Years, Months, f^NDays. Occupation, X ^

Divorced.)

Residence, o TT T r rl
r r Ct'l Cuy'

Place of Death, / (p (N
f ^S^ate year, month and day.)

Date of Birth, 0Z^gylr f PL" / P' h fj

Name and Birthplace 'APvi, Ufr Op,
Maiden Name and 1 fjDCL H / s' ''j'f.nn’ WfAsOuL '/J-ta-’ l

Birthplace of Mother, ) US f?

Place of Intermerit, /xg)(AMofjAAP PlA

J

qax/ , XD

^D(xUA/lPiMy
Ut/dertaker.

Pf? SC&tAA'UsL/ (QMxaP

PHYSICIAN’S CERTIFICATE OF TH£ CAUSE OF DEATH.

^
(2^^/ n

190.(5

^^Decease^l 1
t '5%As1

UNlApjgj Mge, l/ears. //
Bate and

) AtZAxfiJz
Place of Death,* ) CNN . fy * * /

Disease

Duration

( Chief cause, 7(d

( Contributing cause,

j
Chief cause, V

| Contributing cause,

I certify that the above is true to the best of my knowledge and' belief.

lftA v z^T M.l).
Name and Residence )

/ of Physician, )

1 If an institution, state how long an Inmate and previous residence.



>
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[11-’02-37-TjM.]

Permit JVo.

RETURN OF DEATH.
easxot^ mass.

(Single, Married, Widowed or
Divorced.)

Sex, Color, ... Condition, ‘^lAdOiA'lk.Q^
(White, Black, Mixed, Chinese,

Indian, etc.)

Age,(To Years, ( -Months, ( -Days. Occupation,

Residence, yWcerdr

Place of Death, 7kt> '/ /W " OfAOtizpk 0j&£tdi
j t yg (

Stato year , month and day. )
—

Place of Birth, ,Y^TVXyAJ TP)/ftudt/l Ct/*. /UjD Date of Birth,

Name and Birthplace
j

IJaaJtAupyia* -

of Father,

Maiden Name and )

Birthplace of Mother, )

Place of Interment,

'-WAfUctj

>EATH

.

Af" 190dr

PHYSICIAN’S CERTIFICATE OF THE^CAUSE OF DEATH
Of'OPL/yvy_

_ hosronJ T

TfnZtT }4^^ ,M.
'r
TfjjTf ^ years.

_
Date and |

* *7 /Q0 */
Place of Death *

)

fy fs' I /*,«,' > '

(Chief cause, \
C * -

Y^Xcon^an^use. Od^ .
,

tr £*w?
Du ration j

Chief cause,

Contributing cause,

v ' *-jk
. f

%
rr.: *

•
’ f '

» » * t

/ certify that the above is true to the best of my knowledge and, belief.

v •

N*

Name and Jlesidence !

of Physician ) t

^ r

• It an institution, state how long an Inmate and |ircvloiis,rcsldence.

M.D.

SS^

'

1
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i
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V

%
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®0mmonhiea:Itk of llfossacfoitsstte* s/O < So

2VTo.

RETURN OF A DEATH.

i ^ /.

<.
v.. /

Name^tcx

Date of Death,

To the Clerk of the City or Town in which the death occurred.

>tl
Wk. all names to BE IN FULL.)

Sex, ^XkJ Color. QS
x1

/ * 189 <57 Age, (oc*LYears, Months, ( "-ADays.

ATvidpn Vamo L \S' >arried , widowed,iviaiaen iNdme^-v*
0r divorced, b

Husband’s Name, A

'dr:.Lsx^.. c..U'..cl..1aLl..

Xdiiirh*, Married, Widowed or Divorced, Occupation,

•Residence,
'

Place of Birth,

*Place of Death,

Name of Father,

Birthplace of Father,

Maiden name of Mother, ± £
/
^

Birthplace ot Mother, - / * h * / <d.sX-

Place of Interment, (Give name of Cemetery), t y V. X „/^ WIs

1 ^ s / A

IsTALIuA^O Signature and (

$ r . — .
y^4>lace of business X ( cS

/ ^ of Undertaker.
^ /^y ^

PHYSICIAN’S CERTIFICATE.

Name and Age of Deceased,! Age,^

Place and Date of Death,! died at 9fc

Disease or Cause of Death,

§

Duration of sickness,

189/5“

I certify that the above is true to the best of my knowledge and belief.

Signature and Uesldenee
‘

of

Certifying Physician.

M. 1).

Date of Certificate, .£2 m*.
Give also street and number, if any.

t Or sex of infant not named, ff still-born, so state. J If child died immediately after birth, so state.

§ If a Soldier or Sailor In the War of the Itebelllon, give both Primary and Secondary Cause.



RETURN

OF

THE

DEATH



COMMONWEALTH OF MASSACHUSETTS

FULL NAME
Place of

Death

QfftGL
RETURN OF A DEATH

Registered No.

STATISTICAL DETAILS

SEX

il
COLOR

j!
SINGLE, MARRIEO,
WIDOWED,
DIVORCED

MAIDEN NAME

HUSBAND’S NAME t

1

BIRTHPLACE!
"Z

NAME OF
FATHER

BIRTHPLACE
OF FATHER!

MAIDEN NAME
OF MOTHER

'"C/fxn //ms/tss/asr
BIRTHPLACE
OF MOTHER!

2^
OCCUPATION

T^LACE OF BURI^k^OR REMOVAL II DAT^JO^ BURIAL

I90.i~

PHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from I90^.~to.. ..^^r.....^f. I90<£~

that to the beitof^/ k and belief death occurred on the

date stated above, anpl that the CAUSE OF DEATH was as follows:

Primary:

.(duration)

<

f^^.DAY8

Contributory

:

. (duration) DAYS

(Signed)

+
p .vO...I90.^Address).£/.£c^F'('^^^...(<^<.‘a£
SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

How long at

Place of Death? years months days

Where was disease contracted,
if not at place of death?

Filed

.190.

Clerk

* City or town, street and number, if any. If death occurs away from USUAL RESI-

DENCE, give facts called for under “Special Information .

11
If In a Hospital or

Institution, give its NAME Instead of street and number,

t In case of married or divorced woman, or widow,

t State or country
|
also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.





:[4-’04-37-LM.]

Permit Mo..
' *>

RETURN OF DEATH.
BOSTON , MASS.

^ Date of Death,

Marne in full, Cl/IAAJA^ QJ,DPUqM&jumi
'/"/yn

(If a married or divorced woman give maiden name, also name of husband.)

Sex,. y/l/jaJjD Color,... ' Condition,

.

(White, Black, Mixed, Chinese,
Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age,. & Years, Months, / CD Days. Occupation,

Residence,

Place of Death,

1j>

y,

Ward,

Place of Birth, /QgJ-

Name and Birthplace

of Father,

Maiden Name and
Birthplace of Mother, )

^
Place of Interment,

(State year, month and day.)

OddA/L. Date of Birth, "_ / p'M (/-

fbu. . "yi^jaJJjhjUAJF — GCUDl*--

Ot/iAxVUX'

^ r 7
C\

Undertake?.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

.190.dZ

Date and
Blace of Death,*

CfkZLT } -fS/a^A AN. './*, ?o years.

^"/y d 6 - /Ay ^S...ku/....

Disease j
Chief cause,

( Contributing cause,

Duration J
Chief cause,

( Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

21



«

<a



Yt

Permit No.

RETURN OF DEATH.
, MASS.

Date of Death,

Name in full,
:
^

Sex, >

(If a married or divorced wpman give maiden name, also name of husband.)

Color,..
(White, Black, Mixed, Chinese,

IndiaD, etc.)

Z Condition,
(Single, Married, Widowed or

Divorced.)

Age, MffC- Years, Months, Days. Occupation,

Residence...... Ward, v .

Place of Death,.
/ , (State year, month and day.) ,

Place of Birth, .

.

. UP...(AY?.. . / . N l
..-r Date of Birth,

^
Y. ^ "... ' r I

' Birthplace
j

Name and
of Father,

Maiden Name and
|

Birthplace of Mother, )

Place of Interment,

Undertaher.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston

^

190A...
Name and Age

of Deceased

Date and
|

Place of Death,* ) L_

Disease

Duration

« / ^ .

d&
j

$/?' \) Age, AY ijva

Nv^N.YN&n«<tj CjA ?y/f'. JA ‘

..N&.Wttfk. pa^AA..'..:ACn..

( Contributirig cause,

j
Chief cause, •. 0

’ears.

j
Chief cause, /1-

l
Contributing cause,

I certify that tlufffybove is trm*r to the best of my knowledge and belief.

Name and Residence )

of Physician, \
COY* // JVlM.D.

C -t
6- t / / cf K

* If an Institution, state how long an Inmate and previous residence.



4
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4-’04-37-LM.]

Permit No..

RETURN OF DEATH.

(If a married or divorced woman give maiden name, also name of husband.)

Sex,.... Color,.. ...Condition, TModdAxP
(White, Black, Mixed, Chinese, (Single, Married, Widowed or

Indian, etc.)’
^

Divorced.)

Age, ....
by .Years, Cf^-: —Months,CffNr-Days. Occupation,

Residence,. /%.\lsz

Place of Death,

Place of Birth,

(Sufte year, month and day.)

Date of Birth,

Name and Birthplace

of Father,

Maiden Name and
]

Birthplace of Mother, 3

Place of Interment,

C^6t&olzAdNL/x'...^
(2DNUD..QUa.MPi <S|

<P\

\Udd4ddUy..
i-Pfp , Undertakers j *

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH

^ .gpfjldUUdl. /...$.." .190.iN..

Name and Age
of Deceased

Date and
i

Place of Death,* )

{

Chief cause,

Contributing cause,.

ge, (q ^years.

V /S * Sy JanD'

/

3 CldJUA^J?,

Duration
( Chief cause,

inn -•

{ Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

M.D.
Name and Besidence )

of Physician, 3

‘If an Institution, state how long an Inmate and previous residence.

.•v.



,

*
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$
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Permit JVo.

RETURN OF DEATH.
MASS.

(If a married or divorced woman give maiden name, also name of husband.)

Sex,.. Color,. QPLN- ..Condition,.
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age, (5^^ Years, /" -Alonihs, ...^— . Pays . Occupation,

Residence,.. C~^Ac.CddyL2^iY/

.

0 DYariD,

Place of Death, SO /2a£4/CCNJD
-/y- (State year, month and day.)

Place of Birth, of Birth,

Name and Birthplace
j /\^

of Father,
j ^ r ^ r // ^ ^

Maiden Name and
| fy2dAdJjt^y

Birthplace of Mother, ) v-v _____

Place of Interment, ’Sfr

CffiOtHc/y
(J Undertaker. ^

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.
f — (T^

Name and Age
j ^

of Deceased,

Date and
Place of Death,* )

f^z4d-f?fyuv_
.

/A/ "IDO.fJf.

.‘Vge,...\J~<yf years.

/ r /ffo pf"" / 6 OyfAA'Wiy

Disease J
Chief cause,

( Contributing cause,.

Duration j
Chief cause,

(
Contributing cause,

I certify that the above is true to the

Name and Besidence )

of Physician, )

*If an Institution, state how long an inmate and previous residence.

best of my knowledge and belief.



T



[4-’04-37-I,M.]

Permit No

RETURN OF DEATH.
BOSTON, MASS.

/"/L J ^ -C^'

C

Date of Death, // P '
/..jf.A.A.

Name in full, f.fNMDN.. NW.AfAAAAPYA.

i (If a married or divorced woman give maiden name, also name of husband.)

Sex,. 'It . Color, Condition, A^.C:..

(White, !

I ndian, etc.)

ptrrrgie, Married,
IWvorced.)

Age,.£>.3 .. Years, Months, ; Days. Occupation,

Residence, /£> Ward,

Place of Death,

MMasiri/.. Au.

(State year, month and day.)

Place of Birlh, F?ri/.. .
Date of Birth,

Name, and Birthplace ) vi/
of Father, j 7Z/ / A, / j / /

Maiden Name and
]

(/. L<s7
j

A.PZ~ft u A 'LtsC u n
Birthplace of Mother, J y y y -,1 ^

Place of Interment,..../MAPpA. CAlfAd. ^cCaA

t /

-ls

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston, 190.

NleTlfP }
Ay.il years.

Date and
j

i b fKaJLaTM/Y\ / <5 0 ^
Place of Death,* j . . J i t\

[ Chief cause,..M

Disease

( Contributing cause,

Duration j
Chief cause, rv

( Contributing cause, 'AtCH

I certify that the above is true to the best of my t knowledge and belief.

Ttjzzr } C m.d.

•If nn Institution, state how long an lnnmte and previous residence. V_/

21



• •

J



Permit No..
* ^

RETURN OF DEATH.
/BOSTON, MASS.

4T7
Date of Death,.SJ^Jr.l 7 !£..&£.

Name in full, .. UlLli

fb Q
(If a married or divorced woman give maiden name, alsooidne of 'husband.)

irsiiwip Married, Wlduu ul ur
pi, j i

Sex, J”. Color, Condition,
(White, lUat^^l^^d^iiUiese, i

Age, .Mr (o . Tears, Months, Days. Occupation,...'^j^rC^ /-t<A

Residence, V \^C1Jt'VK. CLaA** Ward,

Place of Death,
(State year, month and day.)

Place of Birth, Date of Birth,

f) 1

Name and Birthplace
)

of Father, . '-'j

Maiden Name and ) ^~iJiAAMAN<- I/UaaK.
Birthplace of Mother, )

Place of Interment, v:

:J.

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

£X
Name and Age )

of Deceased, \

Date and f 'Jin t)-. I
"1

* * r
*

IPlace of Death,* j

Disease

Bustmi, .. it 190^A.

Age,..M. years.

CLaa>

j
Chief cause,

| Contributing cause,

Duration J
Chief cause, /.<?.

( Contributing cause, H l.
N-

I certify that the above is true to the best of my knowledge a,nd belief.

Name and Besidence I

of Physician, )

•If an institution, state how long nn Inmate and previous residence.

M.D.



'

J
/>

4

•



Permit JYo.

(If a married or divorced woman give maiden name, also name of husband.)

Sex,.
~ A^ Color, Condition,

(White, Black, Mixed, Chinese,
Indian, etc.)'

(Single, Married, Widowed or
Divorced.)

Age,. <j y Years, / & Months, dO Days. Occupation, T..
1 p<A

Residence, /3c?UiaA&,
C/K^uk' £/.. Wdrdr^,

Place of Death, rr v..t / rr f

Place of Birth, Date of Birth,

Name and Birthplace

of Father,

Maiden Name and
Birthplace of Mother, ;

, y

Place of Interment, .../(^/lUaA-.

(State year, month and day.)

/ // / fCg

c t .• d

Undertaker, n

/<fT

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH

^

dfdZfff ‘Kum&s A Jood.Z

t CHzY.dfJlkr... Age,. YS '/ years.

'

Name and Age
of Deceased,

Date and r /u ,<SfaA/
Place of Death* f

' - - Na“"

J
Chief cause,

( Contributing cause, 'A

C}w»

Disease

Duration
Chief cause,

1

( Contributing
A

cause,

I certify that the above is true to the best of my knowledge and belief.

Name and Residence ) - '

* a 4.
of Physician, )

* If an Institution, state how long nn Inmate and previous residence.

V- M.D.



- -

-
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Permit No.

RETURN OF DEATH.
EfOGTOrW, MASS.

Name in full,

Sex,.. ' Color, Condition,
(White, Black, Mixed, Chinese, (Single, Marr

IndiaD, etc.)' Divi

Age, Years,.CN^NVLonths,<fN~^ Days. Occupation, JLcM/2l ^
Residence, ° / NldR^yO.- Wfrrdrr

Place of Death, ... J0. CuuJt j

Place of Birth, C 7 ’ /.
' 1''- '*"

•
• Date of Birth,

<N

(State year, month and day.)

CPlNPl.
Name and Birthplace

j .&t.TTAi^fU. —/{cpflANJU-eJ^.
of Father, j f ^

Maiden Name and
j /^C/VM.PNf .pT) (. (JjL^ —AO

.

Birthplace of Mother, *
.17 — '

Place of Interment,
/ f ^

Y-C^c..
fUndertaherJ'.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Name and Age
of Deceased,

Date and
Place of Death

f Chief cause,

.

LUX/}

Disease <

( Contributing cause,..

Duration

y/yiayL&Ji/ * 190f6„.

ttffflA- P h£e, years.

Yk.oD^ u ( ‘f ° % r

j
Chief cause,

{

u * AjL

Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

Name and Residence I

of Physician, ) // .>*—

i

* if an Institution, state how long an Inmate and previous residence

^v(Jc M.D.



'

I

.



Permit No.

RETURN OF DEATH,
/̂ DOOTOW, MASS.

Name in full,

Sex,.

WaretT^.:

(If a married or divorced woman give maiden name, also name of husband.)

Color, Condition,
(White, Black, Mixed, Chinese, (Single, Married, Widowed or

IndiaD, etc.)' Divorced.)

Age, Cl Years, (

/
""x Months, . . CNr^Days. Occupation,

Residence, 0y
4

Place of Death,.. c'f
6 £1.01

g (Staf?) year, month and day.)

Place of Birth, ' Srr cl. Date of Birth, b
Name and Birthplace

j
of F^her, ] f\ . /

n ,
laIpo^. uMaiden Name and

Birthplace of Mother, , , ,

Place of Interment, Of/lf fXPflAlAD r

A&j /

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Mmrtwi,.. ft *_pv L loo.

Name and Age

)

^ ... . . A \\ » . N A~\\l . I V

of Deceased, i

^ : X V\AAx/v'^\Xc.^ Age, \J>\ years.

Date and i

K

\^q U' \<\M
X
Ko

Place of Death,* j ' ^ 4 c\ v

Disease J
Chief cause,

( Contributing cause,

Chief cause, ..
A rVvy\.

Duration
Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

Name and Besidence

of Physician,

‘If an Institution, state how long an Inmate and previous residence.

M.D.





[ll-’02-37-LM.]

Permit No.

RETURN OF DEATH;
I, MASS.

Date of Death,. fPVaAsefL /

y

Name in full,

<r?
(If a married or divorced woman give maiden name, also name of husband.)

Se*\y,

.

r.Color, Condition
(White, Black, Mixed, Chinese,

IndiaD, etc.)

(Single, Married, Widowed or
Divorced.)

Age, Vy Years, — Months, r^^JDays. Occupation,

Residence, ... Qj~ pldJjicic^/o T'yUtX?/? Wardp

Place of Death, S3 3? /^ScUtl/
(State year, montli and day.)

Place of Birth, «.3/PiS

3

^ Date of Birth,

Name and Birthplace
|

/S) 'ytZS.dPXyy*-

7/l/L6PUS
of Father,

Maiden Name and
|

Birthplace of Mother, ) /? A . c~\ y
Place of Interment, Sy> ty tfisl&a*AcC yffAP..

*
^SCdlAAVlM^ tyhPdTUc/;

/ Pril r
l

T
r>fpaMjp-— — yd yffiyyy

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

\Nc /p" i9o<r.Ujcfoo
,

*7ddLT !
a Age, years.

Bate and
Place of Death

{

Chief cause

Contributing cause,

* TPUa^eA- /g'/fa-C— r3 4* ddtt/~

.SUAtrfrvf
'
jktarym*^

l)n ration j
Chief cause,

Contributing cause,

% dyY?..

I certify that the above is true to the best of^rruy knowledge and' belief.

' M^
7u/cm/ hCName and ltesidence I

of Physician, )
'J M.D.

‘If an Institution, state how long an inmate and previous residence.





[4-’04-37-LM.]

Permit No..

RETURN OF DEATH.
BOSTON, MASS.

Name in full,. CCiA^iAN^ ftuNirfT*

Date of Death,
y f- /hop

Sex,.

PN. IoL
''

l:<

(If a married or divorced wor^an give maiden name, also name of husband.)

Color, Condition, 'ty.NRRPPpf....
(White, Black, Mixed, Chinese,

Indian, etc.)'

(Single, Married, Widowed or
Divorced.)

Age,AL Years, L.L. Months, Days . Occupation,...

Residence,JcB\ f 1

.̂i: ^y.^ Wctrd,

Place of Death, /p^L. .r:
^^.NPP^CkT.f^

I » </ P / (State year, month and

Place of Birth, . . .7. . .

C1^- Dat® of Birth, ^j° hi/.. L

Aam a and Birthplace ) QjrpCXvy
7 ./JoN...

(State year, month and day^

of Father,
> ^

Maiden Name and | \jNlAsi/ixryv~>

}

L0
Birthplace of Mother, i f . U Vf
Place of Interment, /

M.A<NlC.<D. ^M.dtfCYIL-..

C^flNLAA-ALX^

EWIS JONES & SON,
UNDERTAKERS,

>0 La Grange St., Boston,

/of.

UndertaherTI

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston,,.J?l vL 1 90J....S

^(PBeceasfd^ }
^^^ Age,...3j,

Date and )

Place of Death,* )

{

Chief cause,

Contributing cause,

years.

ckszj ^ >?£ ' • / f f f N

l)uration
(
Chief cause,

imo. J

i Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

Name and Besidence )

of Physician, I

*If an Institution, state how long an inmate and prevl

C /P^\Aw<^rP. T M.D.



3 \
,7 '>. :
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4-’04-37-LM.]

Permit No.
*

RETURN OF DEATH.
BOSTON, MASS.

Name in

Date of Death,... ..cZ.C " /y<7d~

full,.. 0JjDrtsyi/^/rsf
\

(If a married or divorced woman give maiden name, also name of husband.)

Sex,. 7,7 /A- Color,.. Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age,3^ Years
, / Months, Days. Occupation, </

Ward,

/c5 a
5

(State year, month and day.)

Residence,

Place of Death,

Place of Birth, Date of Birth,

Xante and Birthplace
j .77, Tldd?

-

of Father,
j ^ ff j <

Maiden Xante and
j ..

'I ’JjD Uft. —Mi/lJ.AfD C ' '

Birthplace of Mother, J
^ ^ sj)

Place of Interment, .^33(T.P2A:3CI-ua^ -(NNffIJ,fN -<f
CAY sfd

// Undertaher . a
_

yfT

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.
{

& V'Bc-'d- " '7f/> />«

. £ CArr’;’:’ lf.-X Age.sSg years.
of Deceased

Date and
1

Place of Death,* )

Disease

'

• y> » y, /
C Chief cause, ..A ’C-uNrv <- Co- frt ,

( Contributing cattse,

Duration j

Chief cause, (j3xN (Xa-A '

'J

( Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

Xante and Besidence

of Physician, 'Me
* If an Institution, state how long nil Inmate and previous residence.

M.D.





COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH (CITY OR TOWN.)

Death* f •

Residence ‘...<1 ,:X. .•
j months >*?../<. days

STATISTICAL DETAILS

SEX COLOR

/
SINGLE, MARRIED,
WIDOWED, OR
DIVORCED

PHYSICIAN’S CERTIFICATE

MAIDEN NAMEt

BIRTHPLACE*

NAME OF
FATHER

'/
. /. , //

BIRTHPLACE
OF FATHER*

7
w. / /

(Jh~ W
# '

. T/lCtMi
MAIDEN NAME
OF MOTHER

BIRTHPLACE
OF MOTHER*

7/7 C'Cth/ f/'

V /

OCCUPATION

C-y A/f. xv .

/

INFORMANT 5
A? j f /

3^/&'

,

v

r~y fy t

PLACE OF BURIAL OR REMOVAL II

f//
UNDERTAKER

0 //—
DATE OF BURIAL

ADDRESS

7z —

I HEREBY CERTIFY that I attended deceased during last

illness, from ...4?**?. ....... /.*? 190 .^..to 190.^..?,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Contributory:

.(duration) DAYS

<22c.

(Signed) ,..Sr/..0r4.ArtsSs. M.D.

(DURATION) rf. DAYS

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

How long at

Place of Death? years months days

Where was disease contracted,

If not at place of death?

Filed

.190.

Clerk

* City or town, street and number, If any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information.” If In a Hospital or

Institution, give Its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country) also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.

?/> //l&I is e
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f4-’04-37-LM.]

JVame in full,

Permit No,...

RETURN OF DEATH.
BOSTON, MASS.

Date of Death,..

S< / 'Spi/ss ' •'

(If a married or divorced woman give maiden name, also name of husband.)

Sex, Color, Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

.Age, Years, Months, Days. Occupation,.

Residence,.

Place of Death, /3 b “ ^

W(%rd,

Place of Birth,

Name and Birthplace

of Father,

Maiden Name and
|

Birthplace of Mother, J

Place of Interment,

.

^(State year, month and day.)

,te of Birth,

c/Yeny ndertaher

.

PHYSICIAN’S CERTIFICATE <^F THE CAUSE OF DEATH.

GOltftt'/. Of- tunX

.

Name and Age
\

of Deceased, \

Date and
)

Place of Death,* )

Disease j

Chief cause,

Age, ,C years. 7

D ±G "/gtN- ; .3 (,

ins- *h cAaa.

( Contributing cause, —

Duration j
Chief cause, ...

(
Contributing cause, —

I certify that the above i^ true to the best of my knowledge and belief.

aju^o^OJ^ M.D.
Name and Residence )

of Physician, f

•If an Institution, state how long an Inmate and previous residence.

VI
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Permit No..

RETURN OF DEATH.
BOSTON, MASS.

Name in full,

Sex,. Color, fZf.. Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age,.../.(7 Years,.. Months, .../.Jf'Days. Occupation,.

Residence,. g/f /£_., Ward,

Place of Death,

Place of Birth, L
A S (State year, month and day.)

Date of Birth, / — 3 //

Name and Birthplace
|

Maiden Name and
,

Place of lntermeyit^C/^D

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston, <^v Q .190Ae?..

^ years.
Name and Age )

of Deceased

,

j

Date and
) /*&<. 5&

Place of Death*
) / D * ^U7 ^ S CP ’

( Chief cause, U__ ĉ f/-
Disease ^

( Contributing cause, /N/C'i

Duration j
Chief cause, ...

( Contributing

,@-e_ '

~fa ~7NUi>

cause,

C/K.

I certify that the above is true to the best of my knowledge and belief.

Q M.D.
Name and Besidence |

of Physician, I ••
(

|

k If an institution, state how long an In mate and previous residence.

21
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4’04-37-LM.]
/

Permit No..
* &

RETURN OF DEATH.
/

BOSTON, MASS.

(Siugle, Married, Widowed or
Divorced.)

(If a married or divorced woman give maiden name, also name of husband.)

Sex, Color,... j/Ad/g. Condition,
(White, Black, Mixed, Chinese,

Indian, etc.) ^

Age,Ad Years, <3 Months, Days. Occupation,./

Pi,esidence,._

Place of Death, # //

Place of Birth, ////tAjAllddU Date of Birth, ffcgdd. v//
Xame and Birthplace

j
</ fadd,djr /d/lf/dJPD:.

Maiden Name and
\ ^/fdd/^dN CfadLd /St'MAAAJ.^'

Birthplace of Mother, J

Place of Diterment, i.

(State year, month and day.)

dj...

(J
Undertaker.

Aff*

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

igoS:
Name and Age

of Deceased

Date and 1

Place of Death* )

Disease

years .A/

j
Chief cause,

) Contributing cause,

Duration j
Chief cause,

\ Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

. . i m.d.
Name and Besidence )

C ~ < /x ^ *sd\
m

of Physician,

* If an Institution, state how long an Inmate and previous res*
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Form C.

No.

Commonbiealtk 0f lllassax^wsetts.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

Name, ...

Date of Death*

Maiden Name, / c m^fe^owed

Husband’s Name,— _

NK. ALL NAMES TO BE IN FULL.)

Sex Color,

90 Age,.. ars, ^Months, ^-J)ays

Single, -Mavried, Wiekjwed^or Divorood, - .--.Occupation,

*T?p«idpnpp S
If out of ‘own,

i ///nesiuence,
^ also state ful]y yyfo

Place of Birth,

‘Place of Death,

Name and Birthplace of Father^

Maiden Name and Birthplace of Mother^

Place of Interment
,
(Give name of Cemetery),

Dated at

y * c ui uuoiuctja < -^y
On — - 190 3 of Undertaker.

^

Signature and
place of business

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! Y.66-M. D.

died at /m9oST

t.. ( Primary", - - Duration,
Disease or Cause )

17

// v

Duration,of Death,?
j

Secondary,

I

I certify that the above is true to the best knowledge and belief.

Signature and Residence

of

Certifying Physician.

M. D.

Date of Certificate,

• Give also street and number, if any. | Give sent of infant not named. If Rtill-born, so state.

| If a Soldier or Sailor in tbe War of the Rebellion, give both Primary and Secondary Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.
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'4’04-37-LM.j

Permit No.
* &

RETURN OF DEATH.
m , MASS.

Name in full,

Sex,.. CoD>r, : Condition,.
^ f ,— f ) (White, Black, Mixed, Chinese, (

Age, ,C~^~ Ye ars, CN^Months,.C.. ‘ Days. Occupation,

Residence,.... WctrdTNY.

^

Date of Death, y(
/..0 (5^

^f/2^DAJu.
r

(If a married or divorced woman give maiden name, also name of husband.)

(Single, Married, Widowed or
Divorced.)

(State year, month and day.)

Place of Death, S 0 /^fj2A?0 j^LuJ
Place of Birth, k3 .0.. Date of Birth, CAaJD/3 .

4

Name and Birthplace
j Qj /&ftfy/I/yi 0y — OUNlPPcZ/OJ

'AIAaIn f.Y AddAAjDiN —
of Father, j

Maiden Name and
Birthplace of Mother, j

Place of Interment, {DllfL. iOCts/$lAr?U fh L^fA/f

IfUMMAM/..
(j

una^rtaieer.

/&> LdJdJlf

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Name and Age
i

, ,,
, ^

of Deceased

,

j
/.NDCNlBcN

Date and
)

Place of Death,* )

/..&Z
"

1 90. '3

Disease J
Chief cause,

- CI^QaIIa. / J 0 ff ~. 3. 0 /jjp ads

,aS {Jdi
'

Contributing cause,

{ Chief cause,

Duration y

I Contributing cause,.

I certify that the above is true to the best of my knowledge and belief.

Name and Residence ) \rff

\

) fS j _ _
of Physician, 1 tW S ‘ ^ M.D.

‘If an Institution, state how long an Inmate and previous residence/.





,4’04-37-LM.]

Permit No.
* *

OF DEATH.
MASS.

Name in full,

te of Death

(Siugle, Married, Widowed or
Divorced.)

A

j ^ (If a married or divorced woman give maiden name, also name of husband.)

Sex, Color,.... ..Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

Age,^~/^ Years, ...C \JWonilis,....c~>^.Days. Occupation,

Residence, &/ ^ £aam/...
.
JCardL^„ .

Place of Death, $y.
,

j

year, month and day.)

|Place of Birth, f Ctdd^CD±f. Date of Birth, 3. /

Name and Birthplace} OJ — ^^T-iNPyrC
of Father, J A 3

Maiden Name and
j CY.. %<

LBirthplace of Mother,

q. yM^r^
l/l L[J 1/LI/L/& UJ dfJ.UVILC/1 , J f N~P\

Place of Interment, .... ^k^ddQjpAf

„ Undertaker.

nJn/m
PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Name and Age
of Deceased, }

(NJSAj/ldACAA

Date and
) S <5?." /9<?& — ff/

Place of Death* J / ^ /*' N.
C Chief cause, (ff.

Disease
( Contributing cause,

UC/smI N/- woA .

Age,. ^-3 years.

i Duration j
Chief cause,

.

(
Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

C
'CLA-Name and Besidence I

of Physician, S

“If an institution, state how long an Inmate and previous resilience.

M.D.



—



l[4-’04-37-L,M.]

Permit No..
* *RETURN OF DEATH.

DQ9Tt?N, MASS.
I

t

Name in full, fC?/(APs

Date of Death, V;'C^y */' sfcdT

(If a married or divorced woman give maiden name, also name of husband.)

Sex,.
(Sn&maoJjls Color,

(White, Black, Mixed, Chinese,
Indian, etc.)

Condition,
(Single, Married, Widowed or

Divorced.)

Age, 0 Years, -rNIonthsfTN-— Days . Occupation,

Residence, C/iAJL^vDA^/a?.
C
)A/CCDdN- ....

Place of Death, // cl
. « r\ (State year, month and day.)

Place of Birth, .C^V Date of Birth,J^.iasaSLjJIN "/Sf£

Marne and Birthplace
j M.Js) (tfJkvUXs ,

:~"

of Father,
j f) i

Maiden Mame and
\ \j£) PsCoPAJ WCfZU- IvtsO

Birthplace of Mother,

Place of Interment, ^TOAJXIai/UL

4 i V

'/UA/AYlfAs A
UnderU

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

fNs-f 190JC

"AN 1
DJfZl'O.- C C( , .' t'.p -Lc?>• - Age,.Pf years.

Marne
of Deceased, j

Date and
)

Place of Death,* )

M’/Qs) t~

—

//

Disease J
Chief cause,

Duration

( Contributing cause,

Chief cause, sw^rrv-

Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

Marne and Jiesidence I

of Physician, )
—

‘If an institution, state how long nn inmate and previous resilience

M.D



I



[4’04-37-LM.]

Permit JVo.

RETURN OF DEATH.
BOSTON, MASS.

JVame in full,

(If a married or divorced woman give maiden name, also name of husband.)

Sex,.. Color,..
. Condition,

(White, Black, Mixed, Chinese,
Indian, etc.)'

(Single, Married, Widowed or
Divorced.)

(State year, month and day.)

JLge, Year's, / Month/,.../0 Pays. Occupation/

Residence, C^r f^/TCLot y
Place of Death, /r r<r. ...... rs O

Place of Birth,
.

Bate of Birth,

Name and Birthplace ) C2/7/7B t>S U
of Father, )

Maiden Name and )

Birthplace of Mother, i

Place of Interment,

c£l
Undertaker^,

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston,.. ~77l_*~y. c... 190ss. .

Ik.

.

*"2 -I • $¥ years,

£>d* ...
- ,

Name and Age
|

/
of Deceased, )

Date and
) J' / f

Place of Death,* j

~I
( Chief cause, ... Ccd~e<.

Disease -<

( Contributing cause,

Duration
( Chief cause, >

inn -

\ Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

. MIX
Name and Besidence )

of Physician, I -

•If an institution, state how long an Inmate and previous residence.
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Permit No

RETURN OF DEATH.
BOSTON, MASS.

Date of Death, f (J/ // '.'..-.../.L/.P 3 ,

Name in full, 1/LWPAf. 'zJLQdld..

*

1 * GfY '

/fly*..DP . . D. L*gkff.. i/f.. t.. L.. \r/ytnNDX/^..~ ApjUL/t

7

/FPla. .P.L.+ .

.

x

...^.f..P.

(f (If'/ married or divorced woman give maiden name, also name of husband.)

dnndjtirrn..Sex, -fff&a lue.:.Lap. Color, LCh.TpND...
(White, Black, Mixed, Chinese,

Indian, etc.)

Condition,

rp

A>-YV—

'

(Single, Married, Widowed or
Divorced.)

(State yearj month and day.)

Age,.. L2
Years, ^ Months,.../ Days. Occupation,

Residence,
y

/TW: Ward,

Place of Death, ^Z p/ftf
y

Z

'

/y v A estate year, monui ana uay.;

Place of Birth,
.

.

. . pa.... UU.iryJLfP.A. u/...

.

Z . . .
Date of Birth, /)pp Y*/r- LI. . / Z 'ZJr J

and Birthplace lJaaPA..A.A.l.P?r.Y.\Ajy'J Pp.^.Jp.p, .

.r D
J

U. \L:LA^Jy.^
f

...' "

Name
of Father,

Maiden Name and
Birthplace of Mother

Place of Interment,

Undertaker.

I certify that the above is true to the best of my knowledge and belief.

Of
fc

Name and Residence )

of Physician, I

•If an institution, state how long an Inmate and previous residence.

M.I).



*
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COMMONWEALTH OF MASSACHUSETTS

FULL NAME
Place of

j

RETURN OF DEATH (CITY OR TOWN.)

Registered No..

.months . ..days

STATISTICAL DETAILS

SEX

7*
COLOR SINGLE, MARRIED, /O

WIDOWED, OR oL
DIVORCED

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTHPLACES

£

PHYSICIAN’S CERTIFICATE

I HEREB/Y CERTIFY that I attended deceased during last

illness, from. l90gCto 190.0V

that to the of my knowledge and belief de|^h occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary

ted above, and that the CAUSE OF DEATH was

Contributory

:

V, *V v
MAIDEN NAME
OF MOTHER

BIRTHPLACE
OF MOTHER +

Jf.

OCCUPATION

INFORMANT §

PLACE OF BURIAL OR REMOVAL!! DATE OF BURIAL

UNDERTAKER ADDRP5S

(Signed). 0SMZ trw^.

.

3--(/fev4

.%,.X.i90.y.(Addr§s^

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

How long at

Place of Death 7 years months days

Where was disease contracted,
If not at place of death 7

Filed

.190

Clerk

* City or town, street and number, If any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information." If in a Hospital or

Institution, give Its NAME Instead of street and number,

t In case of married or divorced woman, or widow,

t State or country) also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.





[4’04-37-LM.]

Name in full,

Permit No.

RETURN OF DEATH.
P MASS.

Date of'Death,

Qs/'y

(If a married or divorced woman give maiden name, also name of husband.)

•, OMlont.. ...Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)’

Sex, / Color

Age,. (Q Ye ars, .g "-^Months, . .

.

gW-Days. Occupation, WfCD

Residence, / fdAAAfgI,/N/ O
r
,<A//LfADD Ward,

,,
c£'3~ / 8UA>Af2ujatw .

"SIamA

(Single, Married, Widened or
Divorced.)

Place of Death,
(State year, month and day.)

Place of Birth, ./DDd/lfZ^ :/Yf&Nl4rDate ofJfirth,

Marne and Birthplace
j QaPQJ. />D.....r^ <

..Sr./..Sd
of Father, j

Maiden Name and )

Birthplace of Mother, ) u /D} ( / ,

Place of Interment, LdA C/]/D0/U_ \o>.

CUAAND,

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH
Qid

Name and Age
of Deceased

Date and i

Place of Death,* >

7k

( Chief cause, ^
Disease - \ +—

/)

( Contributing cause,.. _

gJ

£6> yyr ^ Almf:

Duration j
Chief cause, ....

(prJL

1 Contributing cause,

' l
, 190

.W
yNixZMZ Age, CiAisyears.

I certify that the above is true to the best of my knowledge and belief.

Name and Residence ) L \ J . . / r I / , ,

of Physician, f
J\P.D.

*If an Institution, state how long an In mate and previous residence.

21





Form C.

ffiommoniuealt!} flf lltassarfrixsettsr

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES. TO BE IN FULL.)

Sex,<^^<^.....Color, , Ss

,
- t ™ 190*^; Age, /.... Years ,..Nr'*’ Months

,

~ Days.

Name,

Date of Death

Maiden Name,
)

If m“^
r̂ ?wed

Husband’s Name,_

Single, Married, ’Widowed or Divorced, Occupation,

•Residence,
)
IL^me tuYiyl (

'

Place of Birth,

•Place of Death

Name and Birthplace of Father,

_

’ “ ^

Maiden Name and Birthplace of Mother,

Place of Internment, (Give name of Cemetery),

„4
(
y^s/t x/,

Z // / place of business J.^ , . S ' ' / f / 7 /f f /
_ 190«3 of Undertaker.

^ ///

f

PHYSICIAN’S CERTIFICATE.
y? AJ / OsfY '/- y

Name and Age of Deceased,! i Age, Y. M. D.

died atPlace and Date of Death,

Disease or Cause
j

Pr*marY >

of Death,!
j

Secondary,

I certify that the above is true to the best of my knowledge and belief.

S ^190 <&.

t If a Soldier or Sailor In the War of the Rebellion, give both Primary and Secondary Cauae.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.
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4-’04-37 LM.]

Permit JVo.

RETURN OF DEATH.
BOSTON, MASS.

Name in full,

(ApygAfy.
" / r

/ (l

(if a married or divorced woman give maiden name, also name o^ntisband.) (

Sex, ' Color, Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

Age, SlS . Years, Alonlhsg.:: Pays. Occupation,

Residence, /. 7 ./Rju2A/....j^..(ajuI. n •«/•,/,

(Single, Married, Widowed or
Divorced.)

Place of Birth, [fS/f flAJXs. /CyD . Date of Birth, // "/SP /
Name and Birthplace} «=r- P/\y a y Qy f AQ.£sLp. PzAA. P.Q/Jff^/.

of Father,

Maiden Name and }

Birthplace of Mother, \

Place

jSUN
(toe uj <muuiver, ) .

/ f/ J t

of Interment, CNlJ.^lAA\/*> NDPaaAfSgy.ys
.

.

IhS,,

06
yUndertaker . /?

St

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Plat

ST'S' 190*50.

>^JpLfd/LdS(sSty^ - Age,. '/* years.

Date and ) /go £~~ QhMJU/ & d'S &&D /
ae of Death,* f £S ^ f f 'i g / _ *L

Name and Age ( yy /„

of Deceased. •
l'"- 1’"

f Chief cause,

Disease -

( Contributing cause,

j
Chief cause, jf y

Duration ' %

( Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

Name and Residence )

of Physician, )

* I f an institution, state how long an inmate and previous residence.

M.D.

"yiN' 2 '
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Permit JYo.

RETURN OF DEATH.

Duration
Chief cause,

Contributing cause,

I certif/j that the above is true to the best of my knowledge and belief.

d..y •
Name and Residence )

of Physician, i -

•II an Institution, slate how long an Inmate and previous residence.

M.D.
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4-’04 37 LM.]

Permit No.

Name in full,.

RETURN OF DEATH.
-Bfitsaxcsr, mass.

(If a married or divorced woman give maiden name, also name of husband.)

/S'G'X'j

.

Vajp. Color,... Qffhlszi. Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age, ...LofdYears, y Months, ...yf.. Days. Occupation,...^

Residence, CUsiAJD Ward,

Place of Death, *Y. ty Cl C( $-4pUD fD 1 ~tJ ]J/

1

dfy L0AUD..
*

_
// . / (State year, month and day.)

Place of Birth, TMJU. Date of Birth, <CW flj "...

£

(. ..)...

of n attier, ) y Art ^
Maiden JVame and

| ^S.UfAAAtyA {l/ldMjdZia^ 7= (jS-4,
Birthplace of Mother, 3

Place of Interment,.. 4WUy.iAAAd.fDj...

ndertaher.

if TfUdgz} '

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH

Boston, 90.d..

Age. years. ?

J

../..CM±tU A*7/Bate and
Place of Death

Disease
f Chief cause,.

!P J

( Contributing cause,

.

Duration j
Chief cause,

Qjl

X rjA.

I Contributing cause, Z or "5

I certify that the above is true to the best of my knowledge and belief.

M.D.
Kame and Residence )

of Physician, 3

• If an institution, state how long an inmate and previous residence.

fy 2 1





-’04 37 LM.]

Permit No..

RETURN OF DEATH.
^ BOSTONr MASS.

Vame in full,

Date of Death,

; a/,

'iex,

(If a married or divorced woman give maiden name, also name of husband.)

Color, Condition,...
(White, Black, Mixed, Chinese, (Single, Married, Widowed or

Indian, etc.) Divorced.)

lge. jfcT/ . Years, // Months,../ Days. Occupation,...

Residence,... /^D.CCK CDtAff/ .xfflj, Vk

9lace of Death,. // //

Dlace of Birth,

Yame and Birthplace )

of Father, j

Maiden Name and 1

Sirthplace of Mother, )

Place of Interment,

Date of Birth,

CDi/D

(State year, month and day.)

< (

Yame and Age )

of Deceased, y

^5

ertaher.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

(nnlqJ y " wo £7

,G4/ODACXgA- Age, ..$*/ years.

Date and
) /CfN& — CSrV N^/ldA.

ce of Death.* f ( / /Place of Death,* )

Disease j
Chief cause,.

Ng~

\ Contributing cause,

i Chief cause,v..

Duration
'

6 4

I Contributing cause,

I certify tliat the above is true to the best of my knowledge and belief.

M.I).
Name and Residence )

of Physician, j

* If an Institution, state how long an in mate and previous residence

j





Color, Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)'

Age, <$£ ''ears, // Months,../A^~Days. Occupation,

Residence, /#.. Ward, ...—

Place of Death,/{? c£kyy?

4-’04-37-LM.]

Permit J\To..
* &

RETURN OF DEATH.
BOSTON, MASS.

Date of 1 ><3

Name in fuM, .. ..

(If a married or divorced woman give maiden name, also/nanre of husband.)

x/ /JlN Color, yP&L.
(Single, Married, Widowed or

Divorced.)

(State year, month and day.)

Date of Birth,Place of Birth,

.

.—
.

birthplace of Mother, 3 A / v /A 7

Place of Dvtcrmentj ^PrZy^i^ P^^yZyy^fy7

Name and Birthplace

of Father,

Maiden Name an

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Bostrm,... fW 190.ST
Age,. A.f. years.

'*
s, Sp?

Name and Age
\

of Deceased, j

Date and
Place of Death

f Chief cause,

Disease <

( Contributing cause,

Duration J
Chief cause, tMrxVnvi

l Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

(Vvk3Name and Residence )

of Physician, 3
M.D.

*If an institution, state how long an Inmate and previous residence.





4-’04-37-JjM.]

Name in full,

Permit No..

RETURN OF DEATH.
BOSTON , lyiASS.

^ Date of Death, ^ J

0

(If a married or divorced woman give maiden name, also name of husband.)

Sex,... , Color,.. QMJAz. ... Condition, TMojjAN
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

COMMONWEALTH OF MASSACHUSETTS

RETURI
(sL

»F A DEATH

FULL NAM

E

Registered

p,ace
,°.'

, /../.Death

'

rkf...Residence r:?......V^LVr^'TAge £

190 d

..months days

STATISTICAL DETAILS

S I NGCE
,
MARRIED,

-w i dow cd, on ^

p+vnrrrr r

DEN NAMEt 'f.'lst ^f\y~MAI

HUSBAND’S NAMEt

NAME OF ,

FATHER /A

8IRTHPLACE
OF FATHER*

MAIDEN NAM
OF MOTHER

ADDRESS/}

PHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from /A^OO.fl.,

that to the Cest of my knowledge and/belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary: ..

.(DURATION) DAY8

Contributory:

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

How long at ^

Place of Death? y ye ars rrtfrnths days

Where was disease
if not at place of

contracted, f ft .

death?... <r?r\. 'Ll .

Filed

. 190 .

Clerk

•City or town, street and number, If any, If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information." If In a Hospital or

Institution, give Its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country
|
also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.



'



COMMONWEALTH OF MASSACHUSETTS

>F A DEATH (CITY OR TO IV-

FULL N AM

E

7T. . .TTr. .

.

j.. Registered No. . Y.Z-

piace

°ZZ‘,' : l./Death

'

. years

STATISTICAL DETAILS

SEX COLOR 9t ISSUE
,
MARRIED,

widow cd, on -

MAIDEN NAMEt

HUSBAND’S NAME

y7/L/C ^

YY(LujL^
BIRTHPLACE? ff

NAME OF ,

FATHER V
/ /

i/ii ^/\] -tAyuZ
BIRTHPLACE
OF FATHER?

vd
MAIDEN NAME? /
0F

“°™xi
BIRTHPLACE /? '

OF MOTHER? V

OCCUPATION

£
ACE OF BURIAL OR REMOVAL II

/ n

UNsDERTAKE

DATE OF BURIAL

ADDRESS

PHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from . . .AA)0 ^.V.to .^190 .£7.,

that to the Cest of my knowledge and/ belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary:

....(ouRATIOn) DAY8

Contributory: ^
. (duration) DAYS

M.D.(Signed) p.u.

'.yew— (Address)

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

How long at w .

Place of Death? /. r^‘,/ neMhs .. days

Where was disease contracted
If not at place of death?....

Filed

.190

Clerk

* City or town, street and number, If any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information." If In a Hospital or

Institution, give Its NAME Instead of street and number,

t In case of married or divorced woman, or widow,

t State or country
|
also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.





t-’04-37-LM.]

Name in full,

Permit No*.

RETURN OF DEATH.
BOSTON, lyiASS.

s? Date of Death, '^^/JADAJD / ^ <3~~~

AQu/loahU' [

(If a married or divorced woman give maiden name, also name of husband.)

/ Hi’J'p Color,.. Qd^2dA^... ... Condition,.. iMruuDaf
(White, Black, Mixed, Chinese,

Indian, etc.) /

f \

"T Years, Months, Days. Occupation, L

Sex,
(White, Black, Mixed, Chinese,

Indian, etc.)

Residence,.. ^ iXvfJdMO-jl -\Ymrtr

Place of Death,. ftp /SluD

(Single, Married, Widowed or
Divorced.)

(State year, month and day.)

Place of Birth, /[jpodfiftifCL Date of Birth,

fame and Birthplace
) {/fyfeJL;

of Father, S )

'

Maiden Name and ) //Df/lyf'tyTNLt
Birthplace of Mother, )

Place of Interment,....

PHYSICIAN’S CERTIFICATE OF

Wame and
of Deceased, , . _

Bate and /3 ''/?# .6^~~J><? yM<JM
Place of Death* ) / / . / ___ > fD /

f Chief cause,.k
Disease -

( Contributing cause,

THE CAUSE OF DEATH.

/ 6 "... 1 90S~.

y }
... t....Af)..UA£fadJl^.. Age, years.

Duration j
Chief cause, ....

( Contributing cause,.

1
W

I certify that the above is true to the best of my knowledge and belief.

M.D.
Name and Residence I

of Physician, )

* If nn Institution, state how long nn Inmate and previous residence

<*tggP>»





COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH

FULL NAME d.WkSJ, Registered No. .

Place of Death*

Date of Death Age years cCTT months TV days

STATISTICAL DETAILS
y

PHYSICIAN’S CERTIFICATE

SEX f COLOR SIHGTE, MARRIED,J W+BOWED, CTR—
A DIVORCED

1 HEREBY CERTIF^ that 1 attended deceased^during last

illness, from V?A..i) 190 S. to '/ /.A I90.£7,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary: ..

«* ^JUAaa^>

MAIDEN NAMEt ~

HUSBAND’S NAMEt ^t

B,RTBP ' ACt
* Jry-Jusi+JT

n 7
father

F

(j

Contributory : A. Li
BIRTHPLACE 1 * /J /
OF father t

f

(Signed) (|
"j,I'j. j / M D

MAIDEN NAME /[ _0 /
OF MOTHER f/^iyVX. jAjU^S^ 190 (Address)

BIRTHPLACE r
) A J

OF MOTHER t

y j

SPECIAL INFORMATION only for Hospitals, Institutions, Transients

or Recent Residents.

Former or How long at
Usual Residence Place of Death? Days

Where was disease contracted,
If not at place of death?

OCCUPATION // ^

INFORMANT 5 Filed

190
Clerk

PLACE OF BURIAL OR REMOVALII DATE OF BURIAL

190

* City or town, street and number, If any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information." If In a Hospital or

Institution, give its NAME Instead of street and number,

f In case of married or divorced woman, or widow,

t State or country
|
also city, town or county. If known.

5 Name and address of person giving statistical details.

II Name of cemetery.

UNDERTAKER ADDRESS

1



so

.

• 1 .)



,(4-’04-37-LM.]

Permit No..

RETURN OF DEATH.
mass.

Name in full,

_ Date of Death,

(If a married or divorced woman give maiden name, also name of husband.)

Sex , 1L Color,..
(White, Black, Mixed, Chjat^e,

lnd*D
’
etc°

Condition,
(Single, Married, Widowed or

Divorced.)

Age, ...A

—

-Years, Months,. Days. Occupation,

Residence,.jy / Ttp —g£j • Ward,

Place of Death,

h Ida
(State year, month and day.)

Place of Birth, / / y/7%&ANgf
>
,
Date of Birth,

Name and Birthplace
j

of Father, )
*—

~t

Maiden Name and '} fy7
Birthplace of Mother, J

Place of Interment,

.rs-o-t' ..r...r .w yrr.. ....yn . . . . r. . .^ .rr.

v

. .r:
.

^

• / Afo-'.. A *<

D3 toAe'^- £ <!'

At.
_ Undertaker,

PHYSICIAN’S CERTIFICATE OF THE\ CAUSE OF DEATH.

Name and Age
)

of Deceased, I

Date and ) ff if ly/wV l

Place of Death,* )

f Chief cause

Disease <

( Contributing cause,

Duration j
Chief cause,

(
Contributing cause,

Iwyy.

]l certify that the above it? friie^o the best of mij knowledge and belief.

Name and Besidence )

of Physician, ) V

‘If an Institution, state how long an Inmate and previous residence.

M.D.





[4-’04-37 CM.]

Permit JVo.

RETURN OF DEATH.

(White, Black, Mixed, Chinese,
Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age, Years, /o Months, 1/ Pays. Occupation,...

Residence,.. y/ ' trfo.. TYwrd, —

Place of Death, , / ]
YgArJ Pfi.

. V . — ^ / (State year, month and day.)

Place of Birth, Pi

Y

v f Date of Birth, ClfAQ. ^ ''

^Jf.. *?/

Name and Birthplace
) QuAAM r . c -Z

,

of Father, j 2a 7 Z . A ^
MaidenName and

j /T^^DLCIA/.... AyYZM pty,F MO Q'h.ZD.,
Birthplace of Mother, )

Place
trs
»S~'cJb

of Interment,Sy^lZ.. ZY/2YU../pd^..

Undertalcer.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH

X...Z- 190..(T,

}
Ztffy /O. Zny „ ~ ./*, 3{years.

Date and
) '' Jf/P /^/ye/7

Place of Death*
) —S? / ^/f

{Chief cause, —

<

Disease

j ca/ , v<, fl^Lc

( Chief cause, »

inn JDuration
Contributing cause, y A—tv-c

I certif/j that the above is true to the best of my knowledge and belief.

M.D.
Name and Residence )

of Physician, )

* 1 f nn Institution, state how long an Inmate and previous residence.



1

\



[4-’04-37 LM.]

Permit JVo..

RETURN OF DEATH.

(White, Black, Mixed, Chinese,
Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age, .^^... Years,Jo Months, 1/ Pays. Occupation,...

Residence,.. y/ ' /^..LmJ. Sfy.diMtZftJjr... IfMrdy —
Place of Death, JjRl/ PD.—. 1 . ,—^ ^ / (State year, month and day.)

Place of Birth, ^ ////I'C'fyQNXV' -v ( <3), Date of Birth, JJffQ JJ " SJrQf

Birthplace

j

@MM A/ r..

1 , F=. Jco (FVt.r).nNlJJ<J,. r/S.,

Name and
of Father

Maiden Name and
Birthplace of Mother, i

Place of Interment,.

J)

Undertaher.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

- f- < mkhf: ^>'V<ne J2 Y " 190 (T.

N
7Y:iZ } -^>.4 /A 6.UA^. - -• .** if year.

Date and )

Place of Death* ) (_
y /-A*

/T r^J t
/

f Chief cause,.. ^

Disease

j
7^-**^*^*^

,

Duration
i Chief cause, ...

i.rvwi J

l Contributing cause,

I certifu that the above is true to the best of my Icnowledge arid belief.

M.D.
Name and Residence )

of Physician, )

'if an Institution, state how long an Inmate and previous residence.



... -

-
>



COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH {CITY OR TdWN.)

i_ ixr-viv. i_ . ~ Registered No.

i
D
D
a

::r \

FULL NAMES.
Place

Death

Residence Age A.//-...
O'

. years.

.

.I90j

months Of. days

STATISTICAL DETAILS

^uL
COLOR

MAIDEN NAMEt

HUSBAND’S NAMEt

S I NGLE, MARRIED,
WIDOW ED, OR-
DIVOROCD -

81 RTH PLACE +

^7 L
TcL+fucJCs<Ls^^ > f

NAME OF
FATHER

6 \lO~ V 41
BIRTHPLACE
OF FATHER*

/Qf'iAsffp- yo

o

MAIDEN NAME/,
OF MOTHER /

BIRTHPLACE
OF MOTHERt

OCCUPATION

£y/Vl^u^Uiy '

INFORMANT §

SJL

PLACE OF BURIAL OR REMOVALII DATE OF BURIAL

o
UNDERTAKER

1) A
ADDRESS

*L

PHYSICIAN'S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from I903--to.. ...jjr*K&j /./. 190 .5*7—

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary

:

It

(duration) .

Contributory

:

f.....
r * ....*. oi

' ^ Art
'

’ M
(Signed) ^

—- M.D.

f/. ,^....l90.^7:(Address) /.. £f.f. ^y/'rrfrrry *f~n*-*^

SPECIAL INFORMATION only for Hospitals, Institutions, Transients

or Recent Residents.

How long at

Place of Death? years months days

Where was disease contracted,

If not at place of death?

If. 1 9 o .d
~

„ Clerk

7

c/b>

* City or town, street and number, If any, If death occurs away from USUAL RESI

DENCE, give facts called for under "Special Information." If In a Hospital or

Institution, give Its NAME Instead of street and number,

t In case of married or divorced woman, or widow,

t State or country
|
also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.



^7



[4-’04-37 LM.]

^V
Permit No.

^ *

RETURN OF DEATH.
BOSTON, MASS.

Name in full,... /PlMMAtL.

Udy I3~"/go r
5~

V —
Sex, /je - Color,

(If a married or divorced woman give maiden name, also name of husband.)

.. idfs'v
(White, Black, Mixed, Chinese,

Indihn, etc.)

Condition,.
(Single, Married, Widowed or

Divorced.)

Age,gfNN:Years, — Months,,.33l .
Pays. Occupation,

Residence, Ward,

Place of Death, <^3 ffppd
(State year, month and day.)

Place of Birth, ... ... l.^r? TdliNdAyX. .
Date of Birth,

Name and Birthplace
j
/Pa^u /"• ef, dhuM.i

of Father, J (p\
^

„
Maiden Name and

j
. ^XlAy r ^VchVtP,. —^^07. @3/ fcM ,

Birthplace of Mother, )

Place of Interment,

YJJPPkMW. <7&

TJndertaher.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

190 .3 .

V
7W:!N }

Ndttd <4^w
^

./,/^ dNP
fL6~" /(/o — <33 /P&zd S.Cifb/.Bate and

I

Place of Death *
j

Disease J
Chief cause,...

\ Contributing cause,

Duration
( Chief cause, ....

r t\Ti J

1 Contributing cause,

0^0

I certify that the above is true to the best of my knowledge and belief.

9 M.D.
Name and Residence )

of Physician, )

k If nn institution, state bow long an Inmate ami previous residence.



-

-

vj>

>



[
4-’04-37-LM.]

Permit JVo..

RETURN OF DEATH.
; MASS.

i^White, Black, Mixed, Chinese,
Indian, etc.)

(Single, Married, Widowed or
Divorced.)

A^e, ...^~^Terars, C Wlonths, ( Days. Occupation, ^
Residence, X/ Ward,

Place of Death,

Place of Birth,
.
Date of Birth,

I - (J >“N / /l yl (

Name and Birthplace
j ./ « ..

of Father, )

Maiden Name and )

Birthplace of Mother, i

Place of Interment,

ate yew, month and day.)

-hi
57m)c^

/Or<\ / Undertaker.

Disease I

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH

. I
- - ! - -

Name and Age
} ,

•

of Deceased

,

J
^ (l U j f

Date and i 5 V (jy
Place of Death,* ) r /* 7>

jf /
Chief cause, 'J ciJL^nX

,

(~ysyi/y

7u..y 79o£~:r

7ge,.

.

J

years.

{ Contributing cause,.

Duration j
Chief cause, ....

\ Contributing cause,

I certify that the above is true to the best of

Name and Besidence I

of Physician, )

'It an Institution, state how long an inmate and previous resident

knowledge and belief.

M.D.



'



[4-’04-37 LM.]

Permit No.. sy

(If a married or divorced woman give maiden name, also name of husband.)

Sex,... Color, Condition,

.

(White, Black, Mixed, Chinese, _ (Single, Married, Widowed or
Indian, etc.) \ .

Divorced.)

Age, ..‘Yo2,... Years,., (p .Months,.! - Pays. Occupation,

Residence,.... 9 ] I^ard^FZZD^^r!!.

Place of Death, /'cSiPtm /HiaJ Q-N.sC (Nig
" ^ Cfa

Place of Birth, /(B) d Date of Birth,

Name and Birthplace
j

- OJ~CPPb?.- 'yZy/TPN.San/c
of Father,

j i t .

f) f f
a

Maiden Name and
Birthplace of Mother, )

Place of Interment,

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Name and Age )

of Deceased, )

'[ 190

1

tUpN ...Age, years.

Date and
j CjJ2f 2 5^2/<3 0.61.— ~22 Qf/^tFN

Place of Death,*
j ^7 I

p ^ ^
. >

J
Chief cause, V (Kaa. CD) •] c

Disease .

( Contributing cause,

[ Chief cause, -

Duration <

( Contributing cause,

c i

I certify that the aPove is true to the_ best of tyty knou

|J

Name and Residence )

of Physician, )

’ I f an institution, state how long an Inmate and previous residence.

dge and belief.

M.D.





ALL

NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS

RETURN OF A D££TH

FULL NAME.
Place of

Death I ' t,

Residence 3 Age

(CITY OR TOWN.)

...Registered No.

Date of
l

h !

.years.

STATISTICAL DETAILS

BIRTH PLACE t

NAME OF
FATHER

//^/V Z'

BIRTHPLACE
OF FATHER

t

MAIDEN NAME,
OF MOTHER £ -

,

BIRTHPLACE
!

OF MOTHER t

OCCUPATION

INFORMANT §

PLACE OF BURIAL OR REMOVAL II DATE OF BURIAL

J. *?

UNDERTAKER

TJIYSICIAN’S CERTIFICATE

SEX COLOR SINGLE, MARRIED,
WIDOWED, OR
DIVORCED

MAIDEN NAMEt

HUSBAND'S NAMt !

I HEREBY CERTIFY that I attended deceased during last

illness, from 190-5. ..to ..'.
' T 190

,

that to theoest c^rmy knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary:

(Signed). - -
.^1^^..7>.y:..l90 A. ..(Address)

ADDRESS

190

.(duration) I...

Contributory

:

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

How long at

Place of Death? years months days

Where was disease contracted,

I

If not at place of death?

Filed

.190.

Clerk

* City or town, street and number, If any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information.” If In a Hospital or

Institution, give Its NAME Instead of street and number,

t In case of married or divorced woman, or widow,

t State or countryi also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.



T



[4-’04-37 LM.]

Permit No £22,

RETURN OF DEATH.
r MASS.

ate of 1>eathr.-rrrr~.

Name in full,

p’/ fos-

A (If a married or divorced woman give maiden name, also name of husband.)

Sex, Color,.... ..Condition,
(White, Black, Mixed, Chinese,

IndiaD, etc.)

Age, V Years, 3 Months, y_2 Bays. Occupation,

Residence, CVlALJdANyJo -Warctf

Place of Death,. ^ /SUuJ
Place of Birth, L/lA/JAANYfO

}

(Single, Married, Widowed or
Divorced.)

Name and Birthplace

of Father,

Maiden Name and )

Birthplace of Mother, i

Place of Interment,

(State year, month and day.)

Date of Birth,

- /oOMr

cJL.

ndertaher.

PH YSICIAN'S^CERTI FICATE OF THE CAUSE OF DEATH.

V/ 190.3
Name and dge ) / / *> «, * .

of Deceased, .
UMMM & JNrt. Ige, yC years. 3 >U //«

Date and ) 'QjJ Da J AL *~f —
Place of Death

Disease

Duration

j
Chief cause,

) m
* T

Contributing cause,

( Chief cause, ^

\ ^3
(
Contributing cause,

I certify that the above is true to the best ofpny knowledge and belief.

M.D.
Name and Residence )

of Physician, )

•If nn institution, state how long an inmate and previous residence.

21



%

V
7

1

'

y MM]



Permit JVo.
* &

RETURN OF DEATH,
BOSTON, MASS.

Maine in

~) Date of Death,...'

in (ff

OP

(If a married or divorced woman give maiden name, also name of husband

Sex, jv\AKAX Color, JpfMp.
(White, Black, Mixed, Chinese,

Indian, etc.)

Condition,
(Single, Married, Widowed or

oivorced.)

Age, Years, Months, ../y..'.. Days. Occupation,.

Residence,•Stpy JplCLjM . Ward,

Place of Death, <&..£?.

Place of Birth, ft

Name and Birthplace

of Father,

Maiden Name and
Birthplace of Mother, i

Place of Interment,

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Post.Olh^d^^ ^.7 7QQg #

x
7Y:LT } KnkJ
Date and

) XO&Df ...7
/'.£* AA l AU.C.tfP

Place of Death,* j(

Disease J
Chief cause,.

1 Contributing cause,

l)uration j
Chief cause, \1 •

l Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

} m.d.

i\Stb &
Name and Residence )

of Physician,

* 1 f an Institution, state how long an inmate and previous residence'



—

i
Ht ^ X



[4.’0437 LM.]

Permit -No ..

* *

RETURN OF DEATH.
fTtW, MASS.

JVame in full,

Date of Death,

C^.//l/l//UDQA

r (If a married or divorced woman give maiden name, also name of husband.)

Sex,
(Single, Married, Widowed or

Divorced.)

•, (V/iUrJ

(

:
>s Color, Condition,

(White, Black, Mixed, Chinese, 'sir

Indian, etc.)

Age,.(Du.— .. Years, Months, C? Days. Occupation,.

Residence,.. <&Aju«. cy^zjG. OCA Yujf ... Ward,

Place of Death, Q^*«u 0 1n> /JcVOAAl

Place of Birth,
. C /a U^Ag^Date of Birth, (. ADID/Ag

ear, month and day.)

Birthplace ) jQqUt Xp(y
./. . .(£

itlier, j , ^ f
y

f
n sp sfNN J /

Name and
of Father,

, i / ' rf> ff tT
~

'f /T)MaidenName and
\ CJAftPjJf , <ud<uUlALuL /&} ASIA. U/s CAfTTAACN.

Birthplace of Mother, )-/V £// l/y V f-L. t/ (//vC / j
J —, l

^
^

/J

Place of Interment,
. .

N

a cW ....

cl
Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

I certify that the above is true to the best of my knowledge and belief.

/d . M.D.
Name and Residence )

of Physician, )
-

'If an Institution, Btatc how long an Inmate and previous residence.



~

'



NAMES

TO

BE

IN

COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH
FULL NAME

place of Death* 37 Fremont Street V/inthr-OP- Mass.

Date of Death -A t .2.J.1905 o Age 0

Registered No.

.. 7 months . 27 -days

STATISTICAL DETAILS

SEX

female
COLOR <

htojJ/L

SINGLE, MARRIED,
WIDOWED, 0^4 -nrrT «
DIVORCED O-LligJ-e

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTHP1 ACE t

Nev/buryport ,llass

.

NAME OF
FATHER

BIRTHPLACE
OF FATHER +

MAIDEN NAME
OF MOTHER

Sarah J.Moores
BIRTHPLACE
OF MOTHER t

Lubec ,Me.

OCCUPATION

INFORMANT §

State Board of Charity

PLACE OF BURIAL OR REMOVAL II

Knollv/ood Cem, Sharon
UNDERTAKER

J.S.WATERMAN & SONS

DATE OF BURIAL

.AP:S. ft .5 190.5.

ADDRESS

Boston

PHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from 190 to 190 ,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary:

(.duration; / DA Y 8

Contributory:

(Signed).... .^D. vAcvrx ,. ,^£j.

(duration) DAYS

M.D.

190 (Address) \SV't

.

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or How long at
Usual Residence Place of Death? Days

Where was disease contracted,
if not at place of death?

Filed 77T

a*J£ .190.ST.....

'

- c

(Clerk

* City or town, street and number, if any. If death occurs away from USUAL RESI-
DENCE, give facts called for under "Special Information.” If in a Hospital or

Institution, give its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country; also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.



.r^r •' X. -
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ALL

NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS

v _ RETURN OF A „ DEATH

FULL NAMEC<^^f!?^^^<^( C
'TT;. Registered No.

Place of

Death*

REVERE.
(CITY OR TOWN.)

..._ .,v

.....

D

De It

h

f

1
^,... .190 Vf?

Residence (/. !/. '.r Age years .months.. «£//
. days

STATISTICAL DETAILS

SEX COLOR SINGLE, M AH HI LLT7
WIUUWLL). UR~

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTHPLACE!

NAME OF
FATHER

BIRTHPLACE
OF FATHER?

MAIDEN NAME
OF MOTHER

BIRTHPLACE
OF MOTHER?,

M
OCCUPATION4

INFORMANT §

PLACE OF BURIAL OR R EMCEMQVAL I

UNDERTAK

DATE .OF BURIALl—' AA I t.yW r U rilHL

A DDR

PHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from ..WjZ .... l90.AT.to ,190-6“.

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows

:

Primary:

Contributory:

(duration).. ,.7~ DAYS

HriM2a Ua^LR . / \— - l.\y—

(

duration) DAYS

(Signed) & .T/TLd^r^T . .1 . M.D.

190 (Address)

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

How long at

Place of Death? years months. days

Where was disease contracted,
if not at place of death?

Filed

Clerk

* City or town, street and number, if any. If death occurs away from USUAL RESI-

DENCE, give facts catled for under "Special Information.” If in a Hospital or

Institution, give its NAME Instead of street and number,

t In case of married or divorced woman, or widow,

t State or country
/
also city, town or county. If known.

§ Name and address of person giving statistical details.

II Name of cemetery.
^





[4-’04-37 LM.]

Permit Mo..

RETURN OF DEATH.
BOSTON, MASS.

(If a married or divorced woman give maiden name, also name of husband.)

Sex, Color,... .ZAAfigy... ...Condition,
(White, Black, Mixed, Chinese, (Single, Married, Widowed o

Indian, etc.) Divorced.)

Age, Years, ^/r Months,....St.. Pays. Occupation,....IfYd. ?')hM

,

fna z o.Residence,

Place of Death,

Place of Birth,

Name and Birthplace

of Father, ) // /\ jr ft/f
Maiden Name and ) l\/nWyk lft g...

Birthplace of Mother, ) i/C
Place of Interment,

f

Ward,

(State year, month and day.)

Date of Birth, . fuel 2.; "/pz

r~" /Afn-UuJci yfY

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Qkd^AJA. /l
. 190.SZ7

*7k
a

:LT Wmf.eL.Jj (limy. ' Age.^.. years. Y- S'

D
,

at

nf TLh * 1
M.f'L/.fi.O.. / Spu

^

Place of Death,* j

Disease J
Chief cause,.. ...

l Contributing cau.se

( Chief cause, cZ-t-tS-t*,

Duration <

( Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

Name and Residence )

of Physician, )

* If an Institution, state how long an Inmate and previous

7hl,(?r-U<sx^.. M.D.

residence.



'

'



ALL

NAMES

TO

BE

gN

FULL

COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH (CITY OR TOWN.)

r. Registered No.

°!\ /? Keith's 5? I90jf

>c ...years... £„

FULL NAME
Place

Death

Residence r._ -Age months— . . v days

STATISTICAL DETAILS

SEX:

'— I COLOR s SINGLE, MARRIED,
WIDOWED, OR
DIVORCED V

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTHPLACE +

NAME OF
FATHER

BIRTHPLACE
OF FATHERt

MAIDEN NAME
OF MOTHER

BIRTHPLACE
OF MOTHER?

OCCUPATION

INFORMANTS

PLACE OF BURIAL OR REMOVALU

UNDERTAKER

&/?<9a

DATE OF BURIAL

? <T190.!?

—

ADDRESS

THYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from 190 to . 190 £.,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows

Primary

.(duration)...

Contributory

:

..(duration) DAY8

y(o^(Signed).../?.SF'TTT .Try. .

:

ttt. * r. M.D.

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

How long at

Place of Death? years months days

Where was disease contracted,

If not at place of death?

* City or town, street and number, if any, If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information.” If In a Hospital or

Institution, give Its NAME Instead of street and number,

t In case of married or divorced woman, or widow,

t State or country; also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.





[4-’04-37 LM.]

Permit Mo.

RET OF DEATH.
B€IU I UlUi Mj^OL:

Date of Death, C

Mame in full,.

(If a married or wopiap give maiden name, also name of husband.)

(Single, Married, Widowed or
Divorced.)

Sex, / 7( CC C.-C Color, Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

Age, Years, Months, Days. Occupation, c/

Residence, /// //
Str~n <z/ Weerd,

Place of Death, /// Fpf

Place of Birth, ..^CAAMDtsLj ^ Date of Birth, /3 /

Name and Birthplace
)

of Father, j

Maiden Name and 1

Birthplace of Mother, )

Place of Interment,

/ Mffj, M,

\j&.

?tate ytuir, month and day.)

Undfrtaker. <*L_

PHYSICIAN’S CERTIFICATE: of. the cause of death.

<p
Name and Age )

of Deceased, }

Date and
Place of Death

{

Chief cause,

Contributing cause,

MoMitll
, df 190

Age,...yy years.

I ...(2cca, /// (^AF-tAytyh /Gtvdg} .J v "
. : ,

Cl a yy

Duration
! Chief cause,

r r\~n J

1 Contributing cause,

•if

I certify that the above is true to the best of my lcnowledge and belief.

Name and Residence )

of Physician, )

nn Institution, state how long an Inmate and previous residence.



r



COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH
FULL NAME....^^^^ /c-t.^ N0 .

Place of Death *./?c?
yi-OtDate of Death s Age /SK <P .months . days

STATISTICAL DETAILS

SEX SINGLE, MARRIED,X 4 COLOR

I

WIDOWED, OR
'

i DIVORCED

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTHPl ACEt

NAME OF
FATHER

BIRTHPLACE
OF FATH

F '">k _

X/7^ yf**

MAIDEN NAME
OF MOTHER

lERt^-

. S'.

BIRTHPLACE
OF MOTHER +

OCCUPATION

INFORMANT §

->

PLACE OF BURIAL OR REMOVAL I

T_

DATE OF BURIAL

UNDERTAKER
. 190 5

~~

ADDRESS

TBTSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from 190 to 190

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary: • •
. J. . :VV '.'-A, v ,. ~Z~

.(duration) .DAYS

Contributory

:

n)

(Signed). .

(VI Q

CL'JVjCv-H . 190 ..).. (Address)

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,
or Recent Residents.

How long at
Usual Residence P|ace 0rDealh? Days

Where was disease contracted,
if not at place of death?

Filled
_

.... 190 .5. /Q^/CddMdlQ^. .dL>..

//J / Clerk

‘City or town, street and number, if any. If death occurs away from USUAL RESI-
DENCE, give facts called for under “Special Information.” If in a Hospital or
Institution, give its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country
j
also city, town or county, if known.

§ Name and address of person giving statistical details.

II Name of cemetery.



« .
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(4-’04 37 LM.]

RETU
Permit No..

pF DEATH.
TON, MASS,

Name in full

Sex,.

.
^Npate of Death, ^

>

(If a married or dj^erced » Oman give maiden name, also name of husband.)

Color, /

/

Condition,
(White, Black, Mixed, Chinese, i

Indian, etc.)

Age, Years, // Months, Days. Occupation, (-APceLt

Residence, ....../<f£ ^ Ward,

(Single, Married, Widowed or
Divorced.)

ate year, month and day.)

Cl^<2-^LJL

Place of Death,

Place of Birth, Date of Birth,Ykfd. IO/Df
Xante and Birthplace

j

of Father, '
^ ^

Maiden Xante and
Birthplace of Mother

Place of Interment,

Undertaker
^

^

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Cf^^r 190_fST

Age,...S^h. years.

/iX J/urffuN ,yl

Xante and
of Deceased, j

Date and
Place of Death

Disease j
Chief cause,...

Contributing cause,

{ Chief cause,

Duration
(
Contributing cause,

/f oft

I certify that the above is true to the best of my knowledge and belief.

Xante and Residence )

of Physician, )

* If an Institution, state how long nn Inmate and previous residence.

M.D.



—



[4-’04-37 LM.]

Permit No...
* &

RETURN OF DEATH.
\An^Att.V-c.3-

-fa

1VLMASS.

Name in full,...

/l3
f a married or divorced woman give maidemjufme, also name of husband.)

•, J'UlLjfc. Condition,Sex, j Color,... Condition

Age,.. /.S ...Years, ^ Months,../?*/. Days. Occupation,

(Single, Married, Widowed or
Divorced.)

Residence ^

I

~~ /civ' Ward, //

Place of Death,./

Place of Birth,

Name and Birthplace

of Father,

Maiden Name and )

Birthplace of Mother, )

Place of Diterment,..

HIM "

State id6ar, month and day.)

Date of Birth,..//

^ A
Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

C2&ut /A 190.N
Name and Age )•

^

of Deceased, j

Date and
|

Place of Death,* J

{

Chief cause,

y/ D
Contributing cause,

.(^ALsAkrJ. ^ ^Tr-

ituration
( Chief cause, aAt

r nil ?

I
Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

M.D.
Name and Residence I

of Physician, i

’ If mi Institution, state how loug nil Inmate and previous residence.

<s-z ---

>





[4-’04-37 LM.]

Permit No.

RETURN ' OF DEATH.
Yf /ImnCoounp

(If a married or divorced-woman give maiden name, also na/mrof husband.)

Color, YPr Condition,

.

(White, Black, Mixed, Chinese,
IndiaD, etc.)

Name in full,

Sex, f

Age, Years, Months,.. /f^^Days. Occupation,

/&£
/¥V

Residence,

Place of Death,

Place of Birth, V

(Single, Married, Widowed or
Divorced.)

Name and Birthplace

of Father,

Maiden Name and
Birthplace of Mother,

Place of Interment,

Undertaherffg

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH

A?
Name and Age
of Deceased, ,

Date and
)

.

Place of Death,* j

{

Chief cause,

Contributing carose,

I)uration j
Chief cause,

i Contributing cause
'

I certify that the above is true to the best of my knowledge and belief.

and Residence ") f v ^ „ _ , #

Physician, S <±- ^ ' 7T^7^- M.D.
Name

of

'It nn Institution, state how long an inmate an*l previous residence.

21
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Permit No...

RETURN OF DEATH.
HTN, MASS.

Indian, etc.)

<7?

Sex,....

Age.yfd ... Years, M Months,.. Bays. Occupation,

Residence,. /o C=Mf^L .. Ward,

Place of Death, s?

Place of Birth, Date of Birth,

Name and Birthplace

of Father,

Maiden Name and )

Birthplace of Mother, )

Place of Interment,

Divorced.)

(State year, month and day.)

PHYSIC

a

Imp-
Date

W
Dtsextse

and Age )

eased, J

ate and
of Peathf I

..!§Msxa.gD...

f] JJndertaher.
~ " ~ /f tlkifT

CERTIFICATE OF THE CAUSE OF DEATH.

Age,...^YC ...years.

J
Chief cause,...

| Contributing cause,

{ Chief cause, GJryyM xA
Duration

( Contributing cause,

I certify that the above is true to the best of my hnowledge and belief.

M.D.

/L

Name and Residence )

of Physician, )

* I f nn institution, state how long an Inmate and previous residence.



—
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Form C.

©ommonfojealtlj 0f

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

Color,

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Name,

Date of Death,

'

- 190 c/f Age, -^/^Years,/. Months, Days.

Husband’s Name,

—

pinHrj Married; "Widowed fi r Divorced, Occupation,

^T?p^idpnpp i
K out of town, \ /xiesiaence

, ^ alg0 state fully 5

Place of Birth,

•Place of Death, Z.^
Name and Birthplace of Father, __

Maiden Name and Birthplace of Moth^r^

Place of Interment, (Give name of Cemetery),

Signature and
place of business

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! M

Place and Date of Death, died at^x?.

tn- /-1 (
Primary,

Disease or Cause 1

of Death,!
1 Secondaryj

I certify that the above is true to the best of my knowledge and beli

Age^^Y M. D.

~ 190^7

Duration,

Duration,

Signature and Residence
‘

of

Certifying Physician. 2-

4

2_

Date of Certificate, * /

/

..f
190^

• Give also street and number, if any. f Give sevof infant not named. If atill*born, bo stnte.

t If a Soldier or Sailor in the War of the Rebellion, give both Primary and Secondary CauHe.

M. D.

Countersign and transmit to the clerk of the city or tovm.

i

Agent of Board of Health.
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[4-’04-37-LM.]

Permit JVo..

<r\
(If a married or divorced woman give maiden name, also name of husband.)

Sex,.... Color,.. OPfuN. ..Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorce*)

Age, ears, C'WMonths, fN^NDays. Occupation, (vV*

Residence, Q IhAjaNN^ Ward,

Place of Death, /<77

Place of Birth, .
.x /A

Name and Birthplace ' fe-A)^ - - J

of Father,

Maiden Name and )

Birthplace of Mother, j

Place of Interment,

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Oil "...190.6...

CfkTeLT }
CIRRIM .jfafvtr.L I f,.crw

Date and
i

Place of Death,* ) If * A ' fl

f Chief cause, ^

Disease -< Q
( Contributing cause,

|

Chief cause,

Duration < ^ / y
1“'“

I certify that the above is true to the bp$t of

Name and Besidence I

of Physician, )

'If an institution, state how long an inmate and previous residence.

hnowledge and belief.

M.D.



.



COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH

.j£+......-rry "V | ,AC

A» Z/ /

Registered No.

<«

.days

STATISTICAL DETAILS

X

COLOR

7i^/6
SINGLE, MARRIED,
WIDOWED, OR r

DIVORCED

MAIDEN NAMEt

HUSBAND’S NAME

_rv t'^y' t/, Cp** t

BIRTHPLACE t

V' x e- ,

BIRTHPLACE
Of ^ATHER^

^ V

MAIDEN NAME
OF MOTHER^ 7

INFORMANT

j ///^ 2^22

PLAdE OF BURIAL OR REMOVAL 11

DERTAKER

DATE OF BURIAL

/....... 190:^2.

ADDRESS

PHYSICIAN'S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, fromy4fc^.*2.^/« /. 190 ^..to ^ d 190^....,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary:

(Signed). 1

/IpUf .
JO . . 1 90 .4 . (Ad d ress) ^ ^ ^

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents,

Former or How long at
Usual Residence Place of Death?

How long at

Days

Where was disease contracted,
if not at place of death 7

Filed

.190.

Clerk

‘City or town, street and number, if any. If death occurs away from USUAL RESI

DENCE, give facts called for under "Special Information.” If in a Hospital o

Institution, give Its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country; also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.
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[4-’04-37-LM.]

Permit No..
*

RETURN OF DEATH.
BOSTON, MASS.

Oaje of Death,

Name in full^]/]/^.S/Pf.. u^CypLyN'i
..

(?- // ^rN^r/yr

Sex,.

(If/^r married or divorced woman give maiden name, al^aame of husband.)

Color,.. £2/ : Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age,..../S Years, Months, Days. Occupation,

Residence,. „ Ward,

.

Place of Death,

Name and Birthplace

of Father,

Maiden Name and
Birthplace of Mother

Place of Interment,

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston, B. 190S

Place
Dat° and

l MPP-. t> t .j...*.**
ce of Death,* ) / /

/ - V „

f Chief cause,

Disease < g
( Contributing cause, yfj

/....

/ \

Duration j
Chief cause, rNr.

(
Contributing cause,

<Pr:..C%yr.?^.

I certify that the above is true to the best of my knowledge and belief.

Name and liesidence I
—sjf~Y /

’ —
of Physician, j •/••• >..£ M.D.

'If an institution, state how loug an inmate and previous residence

C-5. V- .iJ> 3 I





ALL

NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS

FULL NAM

Place of Death

Date of Death

REJURN OF A DEATH

, ,c„ ^ Registered No.

/.Ztear.. Age... months . .days

STATISTICAL DETAILS

SEX St NO-EC
,
MARRIED,

w teowc D, OR
DIVOR CED

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTHPLACEt

BIRTHPLACE
F MOTHER . r j/

9/9^
OCCUPATION

INFORMANT §

PLACE OF BURIAL OR REMOVAL II DATE OF BURIAL

UNDERTAKER

5~

fL^~- EiV gL
ADDRESS

(^P

PHYSICIAN'S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, .?r..9. 190 . ,'rUo . .

.

.Srfjtffci. I90-.C*.

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows

Primary

:

(duration)..^ .bays

Contributory: . ......19^.999^1. /I....

199 y - •

l
/
39.t}hu99r.

..9
f
9> 190. ^(Address)

( DURAT ION). . . .VP . . .

.

j/.. T>AY 3

(Signed) ~d I M.D.

+
SPECIAL INFORMATION only for Hospitals, Institutions, Transients

or Recent Residents.

Osuaf Residence Place'of
8
Death 7 . . . 6>. Days

fSTttttt*
Filed

.190.

Clerk

* City or town, street and number, if any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information.” If In a Hospital or

Institution, give its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country; also city, town or county. If known.

§ Name and address of person giving statistical details.

II
Name of cemetery.

Place of Death* j

Disease j
Chief cause,.

J

( Contributing cause,

Duration j
Chief cause, -

( Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

Name and Residence I

of Physician, J
M.D.

* If nn Institution, state hotv long an Inmate and previous residence,



.



Permit No.

RETURN OF DEATH.
BOSTON, MASS.

(If a married or divorced wgqian give maiden name, also name of husband.)

Sex,.
)l

Color,.

s^jjian^ive maiden name, also name or husband.;

.1 (s? Condition, NfclmMP..
^Vhite, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age, (?. ears, (
' .Months, (f Pays. Occupation,

Residence

Place of Death,

ce,._.
^ ^

^^VarfrT.

(State year, month and day.)

Place of Birth, ^^GfAcJddlA. vULl Date of Birth,

^

Name and Birthplace
j

^^JUsCOANI
Maiden Name and

| QAfeQtidA
Birthplace of Mother, i u ft /
Place of Interment, ^'CXAcImIA /yl (2d Pi.

&L>...

Undertaker.

) fXd4AA/U?-A,

PHYSICIAN’S CERTIFICATE
r
N‘f- ^ Bos.

Name and dge
| C2z/y>

n

* m da /f~

of Deceased

,

j
Ct> /

Date and
|

Place of Death,* )

{

Chief cause, ...

Contributing cause,

OF THE jQAUSE OF DEATH.

g?/.C4l'l *-• /.O 190, 5.

Age,. At...years.

^y C&OUMlN

Duration
{ Chief cause,

inn J

I Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

Name and Residence >

of Physician, )
c. P. U&.sAxs

• I f an Institution, state how long an inmate and previous residence.

M.D.
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Fokm O.

CammottfomllJj of Ufassapcfeiisetlar

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Name, y *

Date of Death,

Color,

AA 190fl^; Age, j/. -Years, -^A Months, X$r^_Days.

Maiden Name,
|

I£m^^wed
j

Husband’s Name,— rr._..

Single, Married, ’Widowed or DivorcedXXX^^XX^ Occupation, T

*Residence,
j ft™! j

A3 ^A.1 _

Place of Birth,

'3~ AZA <?~z4 s±AA-\*Place of Death,

%A
Name and Birthplace of Father, - —

4^1tZrA)Maiden Name and Birthplace of Mother,

Place of Interpient, (Give nicie of Cemetery),—

Dated at

on AA
Signature and

f
,v place of business

_19f\> of Undertaker.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! 4&Z *A4( 4p €^< Age, / y. A m./ Ad.

Place and Date of Death, died at /a/ 190J.

Tx . ,, (
Primary, Duration,

Disease or Cause '
J ^

of Death,!
(

Secondary, Duration,

I certify that the above is true to the best of my knowledge and belief.

_XXcXSignature and Residence ’

of

Certifying Physician. .

Date of Certificate,

M. D.

cx*£V .

19<M .

• Give also street and number, if any. f Give ilx of infant not named. If still-born, so state,

f If a Soldier or Sailor in the War of the Rebellion, give both Primary and Secondary Cause.

Countersign and transmit to the clerk of the city or town.

-1gent of Board of Health.



RETURN

OF

THE

DEATH

/

O
05

o
05

cd

03

Q
0)

C5
00

H
o

B
W
H
<3

B
O

H
O
<3

CS
H
K
w

o
33

® a>

<D

E ^

<r>

33

3
O
3:

o
33

E

o
*c

3
<v

rX
o

X
IS

33

3
33
co

3

w Q

O
,x
0)

^3 a;

G>
>
K

IS
C/3 -4-J

u-> 3
‘5

o

M

o
o
o

G?
33
-4J

GJ

3 <4-1

3 O
3 CD

O
CO fc-

i-
(V

a,
3 CD

33
O

-4-3 .2 G2
C/2

O) 3 33

£
O

.2
O

-4->

3
<V

33

3
O
rX

G)

bD <D

o .w

bD

3
a»
"3

33
O

H
3
W
CA

>>
3
3

3
O
T3

CD • rz HO
33
4^

33
•4^>

3
‘3
QQ

a
3 93

o CD

T3 <4-1 >> 3

G)
bD
i-
3

"o

55

o

33
-4-3

3

3
S
’C

O

a
33 <D G>

O u
<v

^3
Ci

-4-3

3
3

O
33

32 O

o a?

'C >

> O
'Eb o

a
32

<D
a
sp

CD

bD ^
3

CD

33
H

"3
CD

C£>

G2
33

E 3
3

O 5
£
33

33 3 3=

*2 33
> .t:

£ ho
G>

>> "0
a

3
33

o
<D

bD £
CD

v> .2

3

O
4—1 •—

<

92

>> >?

3 '"*H

a ^
£ -*

c3

O
.Q

rz
o

o
*-

‘bC

S *H

CT CD

^ c _2 >-
C'c

r~~'. * ,—'

bC
a

o'
<d

M2 CC

rt

a
CD

P-l

r-l « ®

J £ fl

be r
c S

rt uo 5
CG ••=

•- ci
be a>

e o <o 2— <4-4 ^ 3

O ""* cj
<«- 'S 5- eO

«+H

>>

3
33
O

^ So

cc

c*
V

0) G3

CD

bC
o

2 .5 fl
- -> ~ 1

G2
bD

bD
3

>>

33
+->

3

£ ^

C rj

3 o
33
>

.2

3 O

>>
33

CD G>
33 33

Ci
CO

H
O
<

CO

3 O
— rH ^

H
O
<
3
H
X
w

G) 03 o
> CS 3=
3 33 w

O
33

O

H
O
W
CO

^ —

3—

*75 0)

G? S
•— C/2

- I

•3 .2
j .ti
CO u

O
>>5

J §

GJ

"C

Ou
3

33
>

3

I ^

- &
g 2

^ =3

« CJ _3

fl a
CD CD
CD CD

A2 rfl

o

&
*3

34

-2
o

'C
3
3

bD

O
"33 ^

33

3
33

bD
3

>> B
3
O
33

33 33

3 %—
*3 O



[±-’04.37 LM.]

Permit Mo..

RETURN OF DEATH.
BOSTON, MASS.

Marne in

Bate of Death,..
C
2

(If a married or divorce^ w<^man give maiden name, also name of husband.)

Sex,.... Color, ryCMMfC Condition,
vWhite, Black, Mixed, Chinese,

Indian, etc.)

Residence,

Place

Age,JLf Years,. —- Months, Days. Occupation, ...sY.

nee, rjryYzJLr^..'.. ...'. Ward,

of Death, ^
. , / (State year, month and day.)

Place of Birth, >.?Cr J / z Date of Birth,. ... /
f

, /T/ yf

Name and Birthplace
| At

7/

l. s:,
/
.C«.

of Father,

Maiden Name and 1

Birthplace of Mother, )

Place of Interment,
, .

y

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH

Name and Age )

of Deceased, )
—

Date and
Place of Death

{

Chief cause,.

Contributing cause,

190&...

Age,.. years.

\ <1 CcrAf^Pf— f. <rM 7

1

' <n-<. V^n
;•)

' ''

cause,

Du |
Chief >

iration <

(
Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

Name and Residence )

of Physician, i

* If an Institution, state how long an Inmate and previous residence.

M.D.

21





[4-’0437-LM.]

Permit JYo.

RETURN OF DEATH.

(f
(If a married or divorced woman give maiden name, also name of husband.)

jSS'tXsy .
Color,... 044^^ .... Condition,

(White, Black, Mixed, Chinese,
Indian, etc.)

Age, ...(d*/.. Years,. K Months, /? Bays. Occupation,

(Single, Married, Widowed or
Divorced.)

W%rd,Residence, M-/ (MlBYi/LA /C?

Place of Death, 7/v Af (Ml

Place of Birth, dffldARAA Bate of Birth, .... dJci/iA' " '{TV V
(State year, month and day.)

Xante and Birthplace
j . (/ , ^ dd.rQ/

,

of Father,
j ^ r

Maiden Name and
j

Qp r d Mf,W,
Birthplace of Mother, ) //*-__ /? M\ j < .

Place of Interment, .
/MjMgNAdpAM ' ddr ti/d ddCfMdA

Undertaker.

)/df

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

/'y .moo.±..

Name and Age
of Deceased

,

Date and
) jd/ r/ A +C

*

Place of Death,* j / /

.

/

ildlL {dukjAA^- Age,, ddY yearsdjf^H&l

Disease J
Chief cause,

{ Contributing cause,

Duration j
Chief cause,

\ Contributing cause, PAL

I certify that the above is true to the best of my hnowledge and belief.

7) •
...
d

:..

) ]

\
e 1 r

.. j m.d.M-
Qa/id

Name and Besidence I

of Physician, )

•If an Institution, state how long an inmate and previous residence



.
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ALL

NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH (CITY OR TOWN.)

NO.FULL NAME ... Registered

Place of

J

^4 o ^®
tJ

f

[ J*.L/t./£ L? I90"<

^ f y -S " y *y
years rr months ?Tk.^.. ./ days

Death

Residence .?. f?2. Age

STATISTICAL LETAILS

SEX, COLOR SINGLE, MARRIED, i

WIDOWED, OR ,

DIVORCED c/yi

MAIDEN NAMEt ?i'l - 0 6 • ^
HUSBAND’S NAME t ^ C-

BIRTHPLACE*
<
7^1a>C^o Ol'-l

NAME OF j/ /

FATHER Acwo
BIRTHPLACE
OF FATHER*

„ *

MAIDEN NAME
OF MOTHER

BIRTHPLACE
OF MOTHER*

PHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from l90®3o..^K....Pr..^ 1 90- .‘'A

that to the best of my knowledge and belief <leath occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

yj (j sUPrimary:

OCCUPATION
'C~

.(duration). /
C6 /?Mn

OAYS

Contributory

:

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

How long at

Place of Death? years months days

Where was disease contracted,

if not at place of death 7

INFORMANT §

PLACE OF BURIAL OR REMOVALS

UNDERTAKER

'•H-'U-LZ-Ota.

DATE OF BURIAL

F/a.S> 190S

Filed

.190

Clerk

ADDRESS

'City or town, street and number, If any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information.” If In a Hospital or

Institution, give Its NAME Instead of street and number.

|

f In case of married or divorced woman, or widow,

t State or country) also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.



7V



Form C.

Xo.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

i2% Sex?,j^£CName
,

^r^.y^Kx... Sex&i2£££« Color

Date of Death, ~ <z, <i; Age,S3.Xears, 2~ Months, ^ !/....Days.

Maiden Name,

Husband’s Name,

Single, Married, Widowed or Divorced

*T?PQit]pnpp $
^ out of townxvesiaence,

J aiso state fully.

,

CL t -

Occupation, P
**

f- •
'

'

Place of Birth,

*Place of Death,

Name and Birthplace of 3<'at her, P. ^ v " r

Maiden Name and Birthplace of Mother, *«£"/ ^ ^ r

Place of Intermept, (Give name of Cemetery),,,

/I

on

Dated at

*222

^2 .

2^^/ >2
*.

Signature and
/— place of business < <- ,

1900/ of Undertaker. / ,-A

W
PHYSICIAN’S

Name and Age of Deceased,!

Place and Date of Death,

t,. (
Primary,

Disease or Cause
)

^

of Death,!
j
Secondary,

TIFICATE.
a^i/ Age,'^ Y, 2- M. / 7 D.

died at^f

2

2^22^ ^7 ^190^T

. Duration, ...2™*^?

Duration. ?Duration, £j

I certify that the above is true to’ the best of my^knowledge and belief.

Signature and Residence

of

Certifying Physician

M. D.

Date of Certificate,

• Give alno street and number, if any. f Give «ex of infant not named. If atilbborn, ao state.

1 If a .Soldier or Sailor In the War of the Rebellion, give both Primary and Secondary Cauae.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.
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4’04-37-LM.]

Permit No..
* A*

RETURN OF DEATH.
BOSTON, MASS.

Name in full,...

Date of Death,...

S NtldAA.

w£mZ^p..^u'.'./ty
o*5

MAJi.j V— f L/UtAM^4. ry'is

\

(If a married or divorced,woman give maiden name, also name of husband.)

Sex, CfJJfyi-UA <A Color,.... Condition, bjff..(..o/.N.F\;.
(White, Black, Mixed, Chinese,

Indian, etc.)

Age, Years,...! Months,..! " Days. Occupation,

(Single, Married, "Widowed or
Divorced.)

v

Residence,

Place of Death, f>)

Place of Birth, If.

Name and Birthplace

of Father, > /--v

Maiden Name and
j

ryptA—
Birthplace of Mother,

Place of Interment, jCpLct#,.

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston,.jNfjft.A T 190..f,f.

Xa
™Becetstd

ie
\(A>bln<L ^ Age,(6ft ~h years.

Date and
|^ X IT 0^0 % 0

• ^8
Place of Death,*] AT* A U ^ 7^

f Chief cause,

Disease < ,

( Contributing cause, t/J~L

a
[
Chief cause,

Duration <

( Contributing cause, /PfjSbAII V— / 0

U

I certify that the above is true to the best of my knowledge and belief.

Name and Ilesidence )

of Physician, I

•If an institution, state how long an inmate and previous residence.

2 M.D.
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[4-’04-37-IiM.]

Permit No..

RETURN OF DEATH.
BOSTON, MASS.

Name in full,.. i

O

(If a married or divorced woman give maiden name, also name of husband.)

Sex,... P s Color,... ..Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

Age. cQc Years, .(CD. Months, ...c pL Days. Occupation, N
(Single, Married, Widowed or

Divorced.)

Piesiclence,

Place of Death, N
Place of Birth, ...

Name and Birthplace

of Father,

Maiden Name and
Birthplace of Mother, .

Place of Interment,

Ward,

(.State year, month and day.)

Date of Birth, 3

CDA.JIfFPDICN' ...

'DtJ&tp.AA- *)^/L.CV2P>

Oft f llA/PUd/..

Cr

d/..

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

(QsdSfdu 190. U..

Name and Age
of Deceased

,

Date and )

Place of Death,* )

Disease

Age ,. . 0' years.

j
Chief cause,f cause,

\ Contributing cause,

Duration j
Chief cause,

\ Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

M.D.

* If an Institution, state how long an inmate and previous residence.



— -— ..
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Permit JVo.

(If a married or divorced woman give maiden name, also name of husband.)

Sex,.. .. Color,... PI. ..Condition,.
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age, , Years,....JL. Months,../^ Days. Occupation,.

Residence,... Q/IdaKLft/? Ward..

Place of Death, ld,PPj... aV
— / /j l

j
(State year, month and day.)

Place of Birth, p.}fA/d/2^ Date of Birthp^Cl.//y ,f) o "
/y a ff~

Name and Birthplace
j

of Father, )
r , C\ J <

Maiden Name and
|

(2wiAAAJ& /IdlAAAcJit/ ^ /Tf
Birth-place of Mother,

) W)J ( ^ //Pi (
Place of Interment, fg/f/Jv/ft/ o

r\
/T\

Aa/

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH

Name and Age ) yC
,

i
Ad.

Place of Death,* )

{

Chief cause,

Contributing cause,

€)M.e.l.?y iS " 190,5„:

of Deceased, j
- / y.vuiy * e.^eUJ^uJ Age,dW~~- years.

Date and
\
(D>e£Jrte^ </*/(/<?£// //7Jo/if/

rp. nf T)p.n.iln. * i / ' '

Duration j
Chief cause, gC..

{ Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

J\I.D.
Name and Residence )

of Physician, )

* If nn Institution, state how long an inmate and previous residei^cj



.



[
4'04-37-IiM.]

Permit No..

RETURN OF DEATH.
-OBOSTON MASS.

Name in full,. 'MlAAJV.

Date of' Death,.}

(If a married or divorced woman give maiden name, also name of husband.)

Sex,. (^J Color, Condition, -^.(/sfdPrPf
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age.tO y. Years, NNMonths,....^/ Days. Occupation, Nf

.

Residence,... Qjt.CoA^iA.g<(<?. r: Ward,

Place of Death, ^ (State year, month and day.)

Place of Birth, .. Date of Birth,

Xame and Birthplace
j ffVl r -/t'Co,

of Father, j v'yf L
Maiden Name and y LB

Birthplace of Mother, ) ^ f
a /?

Place of ItitermentMNf/l^n/fN /DjDPDdIqA

/

t/.t

a (/ ,
WS/Yiy CTy

// Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

190.dr:

^FfBecetstd^ }
Age,..*^ years. A AWP

,

Bate and I ^ */ " /Vj AT- & Qg# <°A /PrZCtL 9//^
Place of Death,* j f / '

J
Chief cause,. OL

Disease

Duration

|

( Contributing cause,

^
Chief cause,

Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

d£....CZ^^ M.D.
Name and liesidence I

of Physician, )

'If an institution, state how long an inmate and previous residence.



V

,



Permit JVo.
* &

(If a married or divorced woman give maiden name, also name of husband.)

Sex, J7
Q. Color, Condition,

(White, Black, Mixed, Chinese,
Indian, etc.)

Age , . i^b^AYears, (Y^~- Months, C^Pr^rDays. Occupation,

Residence, ^Ward

,

(Single, Married, Widowed or
Divorced.)

(State year, month and day.)

Place of Death, c ^ ^ y UPoN

Place of PPirth,(^&£&^0U^ 'rDate of Birth,

Name and Birthplace
j Sbljn/t2oojr^^

of Father, ]

Maiden Narne and )
c I/IaaA ^C/lsV VVi ' -

Birthplace of Mother,
) ^-/) .

cl
Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH

Place of Interment,

.

" 190 ASA
Name and Age
of Deceased

,

Date and
Place of Death* )

f Chief cause,

Disease -

( Contributing cause,

Age, ^-'uears.

Duration
Chief cause, (TW_

Contributing cause,

I certify that the above is tjffjve to the best o^^nup knowledge and belief.

Name and ltesidence { A
(| n a/Ls

of Physician, )
arc L.}\ J\I.D.

•If an institution, state how long nn inmate and previous residence.
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COMMONWEALTH OF MASSACHUSETTS

FULL NAME.

Place of Death

Date of Death

RETURN OF A DEATH

XZT?~

X

*

Registered No.

.
years . 'JX- *7Z '.days

STATISTICAL DETAILS

SEX—

7

7T(C&*<

SINGLE, MARRIED, I

WIDOWED, OR V
DIVORCED

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTHPLACE -t

NAME OF —
fath e r

BIRTHPLACE
OF FATHER

MAIDEN NAME
OF MOTHER

BIRTHPLACE
OF MOTHER *

/J/'/3
OCCUPATION

INFORMANT §

^XgXcX-

—

PLACE OF BURIAL OR REMOVALII DATE OF BURIAL

UNDERTAKER I ADDRESS

LILYSICIAN’S CERTIFICATE

I HEREBY CERTIFY^hat I attended deceased during last

illness, from ...fe£.JA ..I90^to 190
,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary

:

.(DURATION) DAYS

Contributory

:

f I90X' (Address!
; l
Xbr..

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or How long at
Usual Residence Place of Death?

Where was disease contracted,
If not at place of death?

Days

Filed

190
Clerk

* City or town, street and number, If any. If death occurs away from USUAL RESI- 1

DENCE, give facts called for under "Special Information.” If In a Hospital or

Institution, give Its NAME Instead of street and number,

t In case of married or divorced woman, or widow,

t State or country) also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.



:
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COMMONWEALTH OF MASSACHUSETTS

RETURN^, OF A DJ

FULL NAM
Place of

Death *

Residence

(|CITY OR TOWN<

Registered No.

Date of
{ /

Death ) ...U&CZQ.'. /.Q. 190 Cf

years months ..days

STATISTICAL DETAILS

S£* COLOR /I SINGLE, MAfldtteO,

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTHPLACE? <

NAME OF
FATHER /
BIRTHPLACE
OF FATHER?

MAIDEN NAME ..

of /O /
BIRTHPLACE
OF MOTHER?

LIIYSICIA N’S CERTIFICATE

that I attended eased/during last

^6? 190^5 ,

I HEREBY

illness, frorru

that to

date stated above, and that the CAUSE OF DEATH was as follows

. l90Q..to ^
nowledge and belief death occurred on the

Contributory

(Signed),

l90iOAddress) /A

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

OCCUPATION

How long at

Place of Death? years months days

INFORMANT § /

. (c /;t^y ^

PLACE OF BURIAL OR REMOVAL Q

Where was disease contracted,
If not at place of death?

Filed

.190.

Clerk

DATE OF BURIAL

C

ADDRESS
i

'
\
A Name and address of

Name of ceme,ery-

* City or town, street and number, If any, If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information." If In a Hospital or

^ j-
Institution, give Its NAME Instead of street and number.

case of married or divorced woman, or widow,

t State or country
|
also city, town or county, If known.

° person giving statistical details.





[4-’04-37-LM.]

Permit JVo..

RETURN OF DEATH.
MASS.

Name in full,

^ Date of Death,

V
£A±OJL &\UMaMj [DflJyiA.

If1/^06-

(If a married or divorced woman give maiden name, also name of husband.)

Sex,.. fMJ'aJju. Color,.. ..Condition, fx
(White, Black, Mixed, Chinese, (Single, Married, iyldowed or

Indian, etc.) _ Divorced;)

Age,.. Years, ...f \Months,(N.— Days. Occupation, Jp//2Nt

Residence,.. C'p/b£$<SL Ward,

.

Place of Death, .../ /WJ /dMf

Place of Birth,
C
^/f2/L&fAA- .... Date of Birth,.

Name and Birthplace ) _
.

aj rr. .^O'^a c/c

(State year, month and day.)

of Father, )

Maiden Name and I

Birthplace of Mother, J

Place of Interment,

(?D

'ClUdAdJA^

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Name and Age
of Deceased

,

Date and )

Place of Death,* )

Disease J
Chief cause,

\

<3n. woa:

Contributing cause,

Age,...f3 years.

'Yy..../.
cry/ 6y

I

Duration j
Chief cause,

Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

fZ..,.±Y^NN M.D.

f^fTysr ?—

Name and Residence )

of Physician, )

*lf an Institution, state how long an Inmate and previous residence.



• I.-.- -

t



COMMONWEALTH OF MASSACHUSETTS

FULL NAME..

Place of Death*..

RETURN OF A DEATH

&*. / . * Registered No

y . ^ —. I ,2 -• 1 ^ 'i’ 1 .

—

.years months ..Z...£?..Date of Death Age .days

STATISTICAL DETAILS

COLOR

Q-rZZk.
SINGLE, MARRIED,
WIDOWED, OR
DIVORCED yi^X^-lyO

BIRTHPLACE t

NAME OF
FATHE

BIRTHPLACE
OF FATHER +

MAIDEN NAME
OF MOTHER

<5? o-iT7^

BIRTHPLACE
OF MOTHER I ~

<?7t

OCCUPATION

INFORMANT §

(Z9

PLACE OF BURIAL OR REMOVALS

/J
UNDERTAKER

-£ //, Pt

DATE OF BURIAL

U?.a/-./ f ,«•>-

ADDRESS

REYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from 190 .4""to

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary

:

Contributory

.(duration) DAYS

(DURATION) DAYS

(Signed) M'.A.t... ' Y. .T..tT M.D

(Address) <

SPECIAL INFORMATION only for Hospitals, Institutions, Transients

or Recent Residents.

Former or How long at
Usual Residence Place of Death 7 Day

Where was disease contracted.
If not at place of death?

Filed

.190.

Clerl

* City or town, street and number, If any. If death occurs away from USUAL RESI

DENCE, give facts called for under "Special Information.” If In a Hospital o

Institution, give Its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or countryi also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.





TOWN OF WINTHROP

T’M-ST-I.M.]

Permit No.

OF DEATH.
, MASS.

Yame in full,....

^Jfate of Death,. AfA"JA6A

(If a married or divorced woman give maiden name, also name of busband.)

Ifo, AA.PSI/lAyOlJlj?-' Color,-. ..Condition, A.
(White, Black, Mixed, Chinese, ,p:—

0: Indian, etc.)

|%0,At. Years, AAjlfontJps, ( \-J)ays. Occupation,

...
esidence,. f> /IAsCBPa^- - Wccrdy-

|.Place of Death, / AAxiMA. CMa

t Place of Birth, 724'&&2>:. Date of Birth,

(State year, month and day.)

Name and Birthplace

|

//IfffAAJLZA

Maiden .Vame and
j
/^pyyi/yvDCO. dx*. * UANN/AaP- CZC.N±

£ Birthplace of Mother, ) J / /
TKa&A

n\
' CM4d/BVPdy ob

% Place of Interment,.

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.
<^^-(yy

^BoNdk, ::. CAA/GA-'AzA'-' A.AA.... 190.AA

1 *7neZLT }
<£> ' Age, ..A / years. A

of.

Date and
Place of Death,'

f

Chief cause,

Contributing cause,

iA"/A A— oruAi^y

(
Chief cause, Q/YCf^..

Duration <

(
Contributing cause Af t,

I certify that the above is true tcpdhe best of my knowledge and belief.

0Name and Residence )

of Physician, 3 -

•If an institution, state bow long an inmate and previous residence.

M.D.

A True Copy Attest:

Town Clerk





[4-’04 37 J.M.]

Permit JVo.

OF OEATH.
MASS.

Name in

/7 ^f>ate of Death,..]

full,... /s, t

^ffS~f'

d

(If a married or divorced woman give maiden name, also name of husband.)

*.v. Color,, Dr i'.yffi Condition, 33.

.

r

(White, Black, Mixed, Chinese,
IndiaD, etc.)

(Single, Married, Widowed or
Divorced)

A§e,At Years, <3^Afonths, ....( ^-Days. Occupation, 3f!/3

Residence,
r

. '\Vcrrdyr (

Place of Death, , ^^XAPla/i Cn/D

Place of Birth, ....Ac Date of Birth,

(State year, month and day.)

Name and Birthplace
) Q4r..,.

of Father

,

} o .
(

Maiden Name and
\ f^>gyyiyy]A^GL/ /CD * U.

Birthplace of Mother, I _ ^

Place of Interment, s*cr. fJ!J?s

OfPWpCRdy
Undertaher.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

.33. (?_. 190 .33

^o^Beceasfd"
6

}
’

(^AMdM<CPPl^ Age,.. 3 / years. 33
Date and

j (^tpAsC^PM A(5^"
/ '3

Place of Death* j
n s

f Chief cause,

Disease -<

&

( Contribiciing cause,A (Ml

Chief cause, Q/YCfA ’

Duration i

| Contributing cause,

I certify that the above is true tp^-the best of my knowledge and belief.

Name and Iiesidence\ M 7 //LjU f\r „ r

of Physician, I {
M.D.

‘If an institution, state how long an inmate and previous residence.





[4-’04-37-LM.]

Permit No.

RETURN of death.
TOIV, MASS.

Name in full,

fJfctbe of Death,.. ft/f.O-'^f(Pi Aff ''1^0A

(If a married or divorced woman give maiden name, also name of husband.)

Sex,. Color, Condition, 1/PCftJ
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorce*#.)

Age,,.*A. f Years, AA J\fontRs, (N^Days. Occupation,

Residence,
r

Place of Death,

Place of Birth, ....Of

£> /UjONA! .'Wwrd

TaActeAS Date of Birth,
t (f\

Xante and Birthplace
j QA ,

-
of Father, ) A

(

Maiden Name and
j
Aofyyi/PBBGU /fo *

Birthplace of Mother, ) _ 0

Place of Interment, Q-ACaA AA CCOA-
(D

rj

(State year, month and day.)

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH,

Bost^j,,. :. ... (O'.^SSZ^. AA.Al.190A..

A

Ztf/;} (JctlAbu /d r Age, .. A/ years. ATAdnfName
of Deceased

Date and ) AsAA"/A*
Place of Death* ) 7j ^

f Chief cause,

QP <Disease

Duration

{ Contributing cause, ^

j
Chief cause, Q/YY^A

( Contributing cause, Of

\jvtM

{AptcJfhjun

I certify that the above is true tcythe best of my knowledge and belief.

Name and Iiesidence 1

of Physician, I

* If an Institution, state how long an Inmate and previous residence.

M.D.



T — —*1



![4-’04-37-LM.]

Permit No.

of Death,

Name

(If a married or divorced woman give maiden name, also namMf husband.)

Color, Condition.
(White, Black, Mixed, Chinese,

Indian, etc.)

'Single, Married, Widowed or
Divorced.

)

Age,.ff.f ..Years, \ Months, X, Days. Occupation,

Ward.Residence.

Place of Death, Y
/

/

Place of BirthffpAuu 1

Name and Birthplace
)

of Father, N,
Maiden Name and

\

Birthplace of Mother, )

Place of Interment,

(State year, month and day.)

Date of Birth,

Undertaker.

RETURN OF DEATH.
BOSTON, MASS.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Name and Age
of Deceased,

Date and ^
)

Place of Death,* )

Chief cause,

Disease

Bmiorc , 190jS.:.

j

j Contributing

Age,
.

years.

^ .///-VC /S, //SO ’

CL *

cause,.

Duration j
Chief cause,

.

( Contributing cause, /

.

/

I certify that the above is true fp the best of my knowledge and belief.

* M.D.
Name and Besidence )

of Physician, I

* If an institution, state how long an Inmate and previous rWf>lrnoc.

A#?’



— *

•v-



Permit Mo.

RETURN OF DEATH.
BOSTON , MASS.o

Maine in full, tOAcaJA.

^ Date of Death
<y> ? *- 3?D

ATy^c.r

(If a married or divorced woman give maiden name, also name of husband.)

Sex,
^
/ IAIm/A Color, Condition,

'/A' "A '. A f cf.
vWhite, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age,.../ / Years,jM—r Months,.

Residence,....

Days. Occupation
r

Pj w PjA./ry

cWaTrdr,

.

'ate year, month and day.)

ywcMcp

Place of Death,

Place of Birth,
. .AA(lljAlMD. . . ^'yiA/AYM Date of Birth,

Name and Birthplace
) JAu AA Cs/jA, & yr'

of Father, j M/C .

*

Maiden Name and
j [ '^UCM/lA/... f\, ..iMMflQ.CtMs. ^WMctAj. ~}AJa2AAY.

PPqM,

tktffSfL
Undertaker.

Birthplace of Mother, ) (_C ) <. /) />

Place of Interment, ./MPD/Ulc .f/OMflC AO M,

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH

IomjddAj
Name and Age

of Deceased

,

„

I)ate and
]

,^
r

-

Place of Death,* j O' f) ~~fr
-—§ 1 i

{.Chief cause,... C Dr\/iA f A /

......./.La . wo <TA

Age,..AY

A

t/ years.A/M

c

U/y //xjyjUAjb

Disease
Contributing cause,

Duration
Chief cause, ....

(9

Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

Name and liesidence I

of Physician, J
AAdA/. M.D.

o* If an institution, state how long an inmate and previous residence.



'

* .



[4-’04-37-LM.]

Permit No..
*

RETURN OF DEATH.
MASS.

Name in full,

Sex,...

Dater~ef Death,.

oaamma...a^

or:.. ) ( "jCjl o

(If a married or divorced woman give maiden name, also name of husband.)~
/ f

Color, rfl.rn.pPC. Condition, ^.;f/(f.A...CJ V
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age,, f£T. Years, C_> Months,../3 Days. Occupation,
.
(

. LANtyyl/. c

Residence,.. C'Ci

J

> AMard,

Place of Death, / (' c/ fa

P

a/
, -x

, ,/f C (State year, month and day.)

.
Date of Birth, . / " C f3 oPlace of BirthT r.J (FpYL/..

Name and Birthplace
j //a1

of Father,

Maiden Name and )

Birthplace of Mother, i

Place of Interment, ( (AAAVUAD'j

Undertaher.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.
' " ^ 7Dr. . / fZ. wer

Name and Age
of Deceased

,

Date and \ V ^ /93 ^
~

Blare of Death* j

f Chief cause,

Disease
\ rfpy? a
( Contributing cause, ^ ^ c/_s

Duration
Chief cause,

Contributing cause, fB)

I certify that the above is true tp U best of m.

Name and Iiesidence i

of Physician, ) *-*
:

* If an Institution, state how long an Inmate and previous resident e. (jd / {

wledge and belief.



.

.



Permit J\fo.

RETURN OF DEATH.
MASS.

Name in fall,

Pate of Death,.

.*IAS..

(If a married or^divorced woman give maiden name, also name of husband.)

Sex,... NMjoJN Color, Condition,.
(White, Black, Mixed, Chinese,

IndiaD, etc.)

Age,Ua Ye ars,..C . :. Months, C. Pays. Occupation,

(Single, Married, Widowed or
Divorced.)

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Name and Age )

of Deceased

,

Date and
1 /0MManaJuss'S \ /

Place of Death,* j

pstonj / "
.190 .

f .. Age,.PL years.

f Chief cause,.

to )Disease ,

( Contributing cause,

l)uration j
Chief cause,

( Contributing cause,

I certify that the above is true to the best

Name and Pesidence i ,

of Physician, )

’ If nn Institution, state how long an lnmntc and previous residence.

knowledge and belief.

M.D.



— —



4-’04-37-LM.]

Permit No..

(If a married or divorced woman give maiden name, also name of husband.)

Sex,. Color, Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age, VA Years, AtR . Months,.AZ-Pf. Pays. Occupation,

Residence, ... Ward,

Place of Death, /?(> A
/J

r (Stated-ear, month and day.)

Place of Birth, <Q) Date of Birth, fDiejeJL /f'/fi-j

Marne, and Birthplace
j
(C gg&JLi1 VC*. JL liA

of Father, )

Maiden Name and \ L-l- V t UVUnA^N .

Birthplace of Mother, ) r'x i r A /?

Place of Interment,

&ArUfA....
Undertaker.

of Deceased

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

.&.
" 190 AT.

Ige, years.
Name and Age i

DaU and
l AO^ee^uAtiLy &*/'?# sT AJ/o^ fflui/

,-o n-r nonth *
t />

' v '
Place of Death,* j

{

Chief cause,

Contributing cause,

Duration j
Chief cause,

( Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

Z
Name and Residence l

of Physician, j

* If an Institution, state how long an Inmate and previous residence.

M.D.





COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH

FULL NAME Registered No.

Place of Death *. ^

Date of Death Age years . .months .‘”*^...1^ days

STATISTICAL DETAILS

SEX COLOR

7^
SINGLE, MARRIED,
WIDOWED, OR
DIVORCED

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTHPl ACE t

(%, l It

BIRTHPLACE
OF FATHER*

MAIDEN NAME
OF MOTHER

BIRTHPLACE
OF MOTHER +

(tyCpo^ iIN-
OCCUPATION

INFORMANT §

PLACE OF BURIAL OR REMOVAL II

Ja
UNDERTAKER

DATE OF BURIAL

190 .,1
'

ADDRESS

PHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during las'

illness, from 190 to 190

.

that to the best of my knowledge and belief death occurred on th<

date stated above, and that the CAUSE OF DEATH was as follows

Primary

:

Lj
.(duration)..../ Oay

Contributory:

. (duration) DAYS

<Signed> . , M.D.

l90.A'(Address)

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or How long at
Usual Residence Place of Death 7 Days

Where was disease contracted,
if not at place of death? ..

Filed

.190

Clerk

* City or town, street and number, if any, If death occurs away from USUAL RESI-

DENCE, give facts called for under “Special Information.” If in a Hospital or

Institution, give its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country! also city, town or county. If known.

§ Name and address of person giving statistical details.

II Name of cemetery.





[4’04-37-LM.]

Permit No.
* *

RETURN OF DEATH.
BOSTON, MASS.

Name in full,
C
l.(TKANJLL .

M
Bate of Death, tA. f i'xu l'ft* • /dtJ!../g66

r
(If a married or divorced woman give maiden name, also name of husband.)

Sex, Color,.. QfhlN. Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)'

(Single, Married/AVldowed or
Divorced.)

Age,ff Years, // Months, .Y Nr... Days. Occupation,

Place of Death, // / , //

Place of Birth, . Pldffofg). Date of Birth,

>tate year, month and day.)

^ * ‘
'f

£
Jfame and Birthplace

j 2^.0llArdj...J^ . ACUlgfuDL (,LO.P.l

of Father, J / ’ /x '

(p\ ^
Maiden Name and

j
. CcZgAOCgg - SZI.tU

Birthplace of Mother, )

Place of Interment, /.l.LfiC/i/.

/r\

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE JDAUSE OF DEATH.

Name and Age
of Deceased /
Date and

j / 6~~* 6~~~, P f\uPa
.... T\ -l 7. * l f

190..6T

Ige, /ft years. //

Place of Death,* j

Disease j
Chief cause, P/f

| Contributing cause,

Duration j
Chief cause, /SNu^*^

( Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

M.D.
Name and Residence )

of Physician,

‘If nn Institution, state how long an Inmate and prevlolWrcshlenc.o

}

21





COMMONWEALTH OF MASSACHUSETTS

FULL NAME.

Place of Death *..

RETURN OF A DEATH

Registered No

,.ft..^.....^.. years months -days

STATISTICAL DETAILS

SEX COLOR SINGLE, MARRIED,
WIDOWED, OR
DIVORCED

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTHPLACE*

-~<kr a*- s'-

NAME OF
FATHER

BIRTHPLACE
OF FATHERt £2?&srti££~~€

MAIDEN NAME
OF MOTHER

'fftc

BIRTHPLACE
OF MOTHER*IE2> ' ^

C- -*-^ceS<. fa „ J* %

OCCUPATION

INFORMANT §

PLACE OF BURIAL OR REMOVAL II DATE OF BURIAL

UNDERTAKER

<f '/f.

ADDRESS

PHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during las

illness, from 190 to 190

that to the best of my knowledge and belief death occurred on th«

date stated above, and that the CAUSE OF DEATH was as follows

Primary
r^p_ ^ Cu/~yA

Contributory : ...t.....S^~.X’.:'....

..C

.(duration). V hd
'k .

-rrm DAYS. (quba-ron)...

St2
(Signed) il...tk^...l.y.....^'.. l........^J- M.D

A jr x

.iL&.i.q. 190.. .^(Address) l.T:

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or

Usual Residence. ikrJjP4-
fB.’mUl. a. Days

Where was disease contracted,
If not at place of death?...../..LV^

(
....(...L^.. i.

Filed

.190.

Clerk

* City or town, street and number, if any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information.” If in a Hospital or

Institution, give Its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country; also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.



(



)[4-’04-37-LM.]

x ^ Permit No.

RETURN OF DEATH.
'j ^STON , MASS.

(If a married or divorced woman give maiden name, also name of husba:lamed or divorced woman give n

-

(Single, Married, Widowed or
Divorced.)

Color, Condition,
(White, Black, Mixed, Chinese, (i

Indian, etc.)

Years,...(D— Months,.' ~IY. Days. Occupation,

Residence, \Y'C Ward,

Place of Death, /
/

P$l2<s.
/ / /g /"'(State year, month and da;

Place of Birth, Date of Birth,' fb* 4fffiC]
Name and Birthplace j

Maiden Name and
1 Qyt'Wl QrJfC7YD

Birthplace of Mother, J ^ ^
Place of Interment,

^T\

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Name and Age
)

of Deceased, j
-(-

Date and )

Place of Death,* )

Chief cause,

Diseasef
( Contributing

w....lfO..Mw
/

... f/fi.
^ I0(kl7

Age,.w/^ years.

ft ($pJb&aaj

cause,.

{ Chief cause, ...

Duration
(
Contributing cause,

I certify that the above is true to the best of my knowledge and belief.



. 4L



|[4-’04-37-LM.]

- - Permit No..

RETURN OF DEATH.
BOSTON, MASS.

Name in fall

Sex,

Age,

Resident .
v_v..

f
Date of Death,.

, Jb.r

(If a married or divorced woman give maiden name, also name of husband.)

Color, Condition, Q/
/'udeyyf dy

Ninths,

(White, Black, Mixed, Chinese,
Indian, etc.)

(Single, Married, Widowed or
Divorced.)

mths, / > Days. Occupation,

Place of Death, //..... </..... *•

Place of Date of Birth,

Name and Birthplace
)

of Father, j

Maiden Name and
Birthplace of Mother,Jj VTLltfJKVUff' UJ d¥±ULfLty/ f J is

Place of Interment, .yuddd.. ./!..

(State year, month and day.)

f'lA.'l-fe CiXl^

df
Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.
QgU

it ALfmddAds. AF " .wo.AC
Age. Z? years

Date and >

C
S’, f'/ f? dP' /FaA>. -^T”V CU&^UAJL

ce of Death* ) /Place

Disease

Duration

j
Chief cause,

| Contributing cause,..y*d-7^AZ<

j
Chief cause,

(
Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

Name and Residence I

of Physician, )

* If an Institution, state how long nn inmate and previous/resldence.

M.D.

21





l[4-’04-37-LM.]

v , Permit No.

RETURN OF DEATH.
BOSTON, MASS.

Name in full,

Sex,.

Date jof Death,..

(If a married or divorced woman give maiden name, also name of husband.)

ff. Color, Qdf..N. Condition, V.
(White, Mivp.d Chinese,

to44ft»reto.)
(Single, Married, Widowed

Dmrrcedr)

Age,. / Years, Months, ~ Days. Occupation,

Residence, (£?_./..

Place of Death,
(State year, month and day.)

Place of Birth, Date of Birth,

Place of Interment,.

,L
Undertaker.

Name and Birthplace ) (/

of Father,

Maiden Name and /[/
Birthplace of Mothe

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

/X

Boston, 190

inC\ Age,..^^. years.
Name and Age 1

of Deceased, j

Date and
) f Agf-J

Place of Death* ) f . f /S’

j
Chief cause,... ...lo fy^rgAcd..

Disease

Duration

| Contributing cause,,

j
Chief cause, <:.

I Contributing cause,

L

I certify that the above is true to the best of my knowledge and belief.

Name and Besidence ) { , /f H . , / „ % / , , ^
of Physician, (

' .^U>MA.£ML.. M.D.
* If an Institution, state how long an Invimte and previous residence. yy//

fj ^ // ^ > ' /

<5* - T PP 2 i





ALL

NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH

FULL NAME
Place nf i < ' \ •.Pa

Death°1\ iitu.x.Jt. h.AsAuh hm °a“"} {'Lit ,uL
Residence lllXtlJ... Age.. ...years.

(CITY on TOWN.)

Registered No.

*,» %
190

months days

STATISTICAL DETAILS

SEX

)HiX

COLOR

k

SINGLE, MARRIED,
WIDOWED, ©«
-OtVORGED

MAIDEN NAMEt
n/tl rx.il cx5 1 [<* l

HUSBAND’S NAME t
// -V

l
1

>4
; ^1-f

BIRTHPLACE*

NAME OF
FATHER

r

fr- n [ ill a i L
BIRTHPLACE
OF FATHERS

fct(s\ (<si i hiaA t

MAIDEN NAME
OF MOTHER

(citlulllvc
BIRTHPLACE
OF MOTHERS

hrcidf
OCCUPATION

thill.
INFORMANT §

/ha
C

&
PLACE OF BURIAL OR^fc lVIOVAt II

0. vluIIiai I'dtluu^
UNDERTAKER

<4iiun a a. 'll/, hlir^K

± 7

DATE OF BURIAL

190

ADDRESS

t( (ilt iuttA
i \m.y

PHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from I90<T. .to. .......190 ./f.,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:
‘

Primary:

.(duration) .DAYSX
Contributor/: .

IS. .(/... (duration) DAYS

(Signed).^. ICShh. M.D.

. I9CX3...(Address)...

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

How long at

Place of Death 7 years

.

.months days

Where was disease contracted,

If not at place of death 7

Filed

.190.

Clerk

* City or town, street and number, if any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information." If In a Hospital or

Institution, give Its NAME instead of street and number,

t In case of married or divorced woman, or widow.

t State or country; also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.

I





Form O.

Commonwealth ai Stassarfensetfs.

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.) /

Name,

Date of Death, <J-& A90J; Age,dp:. Years, Months, Days.

Maiden Name,
j

If

j

Husband’s Name,.

Single, Married, Widowed or Divorced,-<^!^^^!^^.^!^)ccupation,

‘Residence,
j

*
3$ ( A

Place of Birth,

‘Place of Death, it

Maiden Name and Birthplace of Mother,

Place of Interment, (Give name of Cemetery),

Dated at Signature and

on
place of business

190 %Jt of Undertaker. I

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! l.

t
...'^....^V

1
...Age, ^3

r

j Y. M. D.

Place and Date of Death, died at
£fU^ js^ ^ 190 5.'

Disease or Cause (
,
'
1
'
i,"ur

'
t - ~ 1

of Death,}
j
Secondary,

I certify that the above is true to the best of my knowledge and belief.

, faOw,
Signature and Residence \

of <

Certifying Physician. /

Duration,

Duration,
...

M. D.

7

Date of Certificate, 190

* Give also street and number, if any. f Give sex of infant not named. If stubborn, so state.

t If a Soldier or Sailor in the War of the Rebellion, give both Primary and Secondary Cause.

Countersign and transmit to the clerk of the city or town.

6*<^
Agent of Board of Health.
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Form 0.

ffiammonfoftdtfr flf

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Name,*

I W I I Hi I (l i\ MLU n Mm IU DC 111 rwUUi^

Sex'l

Date of Deathrv===^/..2^^ _
/
/H ^ ^ 190 <£; Age, Years,±/L.Months,

v
'.Days.

X Viv^< i J.

<r;c ft ,

Maiden Name,
S

If m
^

r
if^ r̂

owed
(

6L&&,

&£Tx.
t

Occupation

,

Husband’s Name,.

Single, Married, 'Widowed or Divorced,...^^..±..^^^.iZ...Occupation

•Residence,
j §JJ£ |

Place of Birth,

•Place of Death, ' ^ _

*C-Name and Birthplace of Father,

Maiden Name and Birthplace of Moiher, j^3ki. r,

Place of Interment, (Give name of Cemetery) lfc^Y^^

Dated at..

on JZeJL- 1904^

Signature and
place of business

of Undertaker.

Place and Date of Death,

Disease or Cause (

^ r”liar> >

of Death,
t j

Secondary,

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! '\ 'f±..l ?.,.. .Od/vo2^ Agc,v' V Y. ,

c
_/ M. D.

died at 190^

ll^yjL
.
J Duration, S OhsrftyLl

Duration,

I certify that the above is true to the best of my knowledge and belief.

Signature and Residence 1

of

Certifying Physician. .

(MM
Date of Certificate, 190 .

M. D.

• Give also street and number, if any. f Give sex of Infant not named. If still-born, so state,

t If a .Soldier or Sailor In the War of the Rebellion, give both Primary and Secondary Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.
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Permit No.

RETURN OF DEATH.
BOSTON, MASS.

Name in full,

(If a married or divorced woman give maiden name, also name of husband.

Color, Condition,

Age, N'~ Years,, ff Month/, V'Pays. Occupation,

(Single, Married, Widowed or
Divorced.)

Residence,.

Place of Death, .
d6 ?n, j y - s S yr*

/0 f (State yea/j month and day.)

Place of Birth,
.
Date of Birth,

Name and Birthplace

of Father,

Maiden Name and
]

Birthplace of Mother, )

Place of Interment,

N&....

ndertaker.

Name and Age
of Deceased

Date and
i

Place of Death,* )

Disease \

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston, y/'a x 'L 'r
/- ' *** 190.U>...

} Wr Age,...J~ 'years.

j
Chief cause, ^

Contributing cause,.

Duration j
Chief cause,

( Contributing cause,

I certifij that the above is true to t

A,
Name and ltesidence )

of Physician, )
—

’If an Institution, state how long an Inmate and previous residence.

wledge and belief.

M.D.
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COMMONWEALTH OF MASSACHUSETTS.

RETURN OF A DEATH-1906.
FULL NAME John L.

.
Ma.cKay. Registered

p|ace _° f Death
I Boston Mass General Hospital

and Residence \

CITY OF

BOSTON.
120

Date of Death «?$??....!?. 1906. Age. 41
. .years . .

months days.

STATISTICAL DETAILS.

SEX COLOR SINGLE, MARRIED, WID., DIV.

male white married

Maiden Name T

r

Husband’s Name

Lake Ainslie
•-fc-ffiRDS'*?

& iron©

Hector

Birthplace

Name of

Father

Birthplace

of Father.. Scotland

Maiden Name „ j. n
of Mother Margare.£....C.8&pl3 g 11.

Birthplace

of Mother.

Occupation

Scotland

Builder

Informant.

Place of BuriaiWoodlawn Everett
or removal

Undertaker

.

Lewis Jones & Son

PHYSICIAN’S CERTIFICATE.

I HEREBY CERTIFY that I attended deceased during last illness,

from 1906, to 1906,

that to the best of my knowledge and belief death occurred on the

te stated above, and that the CAUSE OF DEATH was as follows:

Gen Peritonitis 3 days
(Dura&jfo'JW

tA 1

Contributory
: j Acute Appendicitis 6 days

(Duration) (

(Signe^|...H... Clark m.d.

.Jan. .6. 1906

SPECIAL INFORMATION from Hospitals, Institutions, Transients, or Recent

Residents.

Usual Residence. .1 .y*1FPI???®*®

idiadn ..8 1906.

Registrar.

A true copy.

Attest

:





ALL

NAMES

TO

BE

IN

FULL

Q
OS

O
O
Ui

OS

b
z
111

£

b
D
O

H

COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH °f Newton

FULL NAME Registered No

Place of Death *
. .

.

ty... ......

Date of Death ./ . {?..i.
/.ft.

.0 .6. Age J. C? .years.. .months days

STATISTICAL DETAILS

SEX

£
COLOR

04
SINGLE, MARRIED,
WIDOWED, OR -p ; £DIVORCED

MAIDEN NAMEt

HUSBAND’S NAMEt

BIRTHPLACE +

Jl/lLcAfV^
/

NAME OF
FATHER

BIRTHPLACE
OF FATHER*

QmA^ rtuui

MAIDEN NAME
OF MOTHER Ubu^ /& /

-y^VL^^
BIRTHPLACE
OF MOTHER +

OCCUPATION

INFORMANT §

PLACE OF BURIAL OR REMOVAL I

UNDERTAKER
^V

fiA,
DATE OF BURIAL

ADDRESS

PHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended^ deceased during last

illness, from JdCW!. Vr ...190 ^to.. 190 ^.,

that to the best of my knowledge and belief death occurred on the

OF D

4#..

date stated above, and that the CAUSE OF DEATH was as follows:

. fzL
Primary:

/ /
Contributory: ^y.Uc.or.^l^f.tr.

.(duration) /... DAY ?

..(duration) DAY

(Signed) i
. M.D.

:.e?3tef h ...l90.^Address)/^^s^../^?f^^(.

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or How long at
Usual Residence Place of Death? Days

Where was disease contracted.
If not at place of death?

Filed

. 190 .

City Clerk

* City or town, street and number, if any, If death occurs away from USUAL RESI-

DENCE, give facts called for under “Special Information." If in a Hospital o

Institution, give its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country) also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.



Medical Examiners in case of a person of supposed death by violence must certify to City Clerk name and residence, if

known, otherwise a description of such person, as full as may be, with cause and manner of death. Revised Laws, Chap. 24, Sect. 8.

DESCRIPTION.
Nationality Sex Age

Height Weight Complexion

Hair Eyes Nose Face

Teeth Clothing, etc

Physicians and Undertakers must furnish information required by the City Clerk. Revised Laws, Chap. 78, Sect. 38.

Cremation is not allowed within forty-eight hours after death, unless in case of contagious or infectious disease, nor in any

event without proper medical certificate and permit from Board of Health. Revised Laws, Chap. 78, Sect. 38.

Burial or Removal of a human body without permit of the Board of Health is unlawful, and such permit cannot issue

until all facts required are furnished. Revised Laws, Chap. 78, Sect. 39.

No person in charge of a CEMETERY or BU RIAL GROUND shall allow a human body to be buried therein, or such body or ashes

thereof to be removed without permit, nor the ashes of a human body to be buried without permit and certificate of Medical Examiner

prerequisite to cremation. Revised Laws, Chap. 78, Sect. 40.

No Undertaker shall bury the ashes of a human body without a certificate from the person in charge of the Crematory that

the burial permit and certificate of the Medical Examiner has been duly presented. Revised Laws, Chap. 78, Sect. 41.

A PHYSICIAN shall forthwith, after the death of a person whom he has attended during his last illness, at the request of an Under,

taker or other authorized person or of any member of the family of the deceased, furnish for registration a certificate, stating to the

best of his knowledge and belief the name of the deceased, his supposed age, the disease of which he died, the duration of his last

illness, and the date of his death. Revised Laws, Chap. 29, Sect. 10.

No common carrier or other person shall convey or cause to be conveyed, through or from any city or town in this Commonwealth,

the body of any person who has died of small pox, scarlet fever, diphtheria or typhus fever until such body has been so encased and

prepared as to preclude any danger of contagion or infection by its transportation; and no city or town clerk shall give a permit for the

removal of such body until he has received from the Board of Health of the city * * or clerk or agent of the Board of Health in which the

death occurred a certificate stating the cause of death, and that said body has been prepared in the manner prescribed in this section, which

certificate shall be delivered to the agent or person who receives the body. Whoever violates the provisions of this section shall forfeit

not more than twenty-five dollars. Revised Laws, Chap. 78, Sect. 43.

Extritct from Regulations: Board of Health, City of Newton.

Rule 24. Any person having charge of the body of a person who has died of cholera, yellow fever, small pox, varioloid, diphtheria,

membranous croup, scarlet fever, typhus fever or measles shall cause such body to be washed in a solution of corrosive sublimate

(2 drachms to 1 gallon of water) wrapped in a sheet saturated with a solution of corrosive sublimate, same strength, and immediately

placed in a tightly sealed coffin, and the body shall be buried in accordance with the following instructions : no public conveyance shall

be used unless the same shall be afterwards disinfected under the direction of the Board of Health
;

if placed in a receiving tomb the

body shall be enclosed in a metallic casket and hermetically sealed
;
no draperies shall be used

;
every undertaker or person acting as

such shall immediately notify the Board of Health upon receiving notice of a death from any of the above diseases, and it shall be his

duty to see that the instructions of the Board of Health are complied with.

Within return countersigned and approved this day of 190

Agent Board of Health.
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- ^ Permit JV'o.

OF DEATH.
, MASS.

Date of DeathfJJcid.U tA l //..J.
".(

JVame in full,.....(JJ/IL

^rtn/^r..AZ./.
I or divorced woman give maiden name, also name of husband.)

Sex,..
r
f3J-3Atd uJ.P.^. Color, Condition,..(JJ..CpJ.(Pi/y...

(White, Black, Mixed, Chinese,
Indian, etc.)'

(Single, Married, Widowed or
Divorced.)
//

Age,. (o Years, J Months, . . .// Days. Occupation,

Residence, A(Q#^iZ// /dfi^A/f/.. WWrcf,

Place of Death, ^ 72

Ap\ c b*- (State year, month and day.)

Place of Birth,(SJjf Date of Birth,
. J/'L/d/- $Sf " /$ ^3

Name and Birthplace
j

( —
Name and JJ/fJ 1 JjJ.^ JM1.&...Maiden

Urthplac

Place of Interment,....

Birthplace of Mother, 1 /( ) ) ^
/ ^ /I (7 ff \

(fAt.LdAi/Jy ./WO. r (f('lrAA/0.U<A' (cfj/AAMDtj)

- UnxDjdjjRsJU

PHYSICIAN’S CERTIFICATE OF THE JUSE OF DEATH.

J " 190.(11.

of Deceased, } Age, A. ^ years,

Date and
|Place of Death,* )

*

f Chief cause, oCd-t^/

Disease <

( Contributing cause,

Duration j
Chief cause,

1 Contributing cause,

I certify that the above is true to the best of my hnowled,ge and belief.

Name and Residence }

of Physician, )
cJ. /3 x

*If an Institution, state how long an Inmate and previous resilience.

M.D.
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Permit No.

RETURN OF DEATH
BOSTON, MASS.

Name in full, Cd£-DiCD. {ot/niM
Date of Death,. /ojf/O'o <b

(f''
- -

- ^

Sex , ....

( I? tCf/p, __ ___ Color, C^/ic^2drl.P.N * Condition, ~ ..f./.^.f/.. ?f/

^

(If a married or divorced woman give maiden name, also name of husband.)

(White, Black, Mixed, Chinese,
Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age,. Dy.. Years, fj Months,..../ 0 Days. Occupation,

Residence, -Q WfrrdglNr^

Place of Death, // LtC£/ KD ffpff/...
(State year, month^ind day.)

Place of Birth, If !./...{ ^./}. ( YDI,Dale of Birth,

Name and Birthplace
) l.'tii l. \ 1 l Y./ it l

of Father,

Maiden Name and
Birthplace of Mother,

, ^ „ ______ ,

Place of Interment, s./i/.(R4df/f.....C

f/fsn4NNN >v/
Undertaher.

PHYSICIAN’S CERTIFICATE ,OF THE CAUSE OF DEATH.
( J/cnZ/i if/ \) ,

Bos&m, / & '' 190Jb..

Name and Age
)

of Deceased, )

Date and
|

Place of Death* j

{

Chief cause,

Contributing cause,.

wge,. years.

Duration
i Chief cause,

imo J

i Contributing cause,

I certify that the above is true to the best of my hnowledge and belief.

Name and Residence f

of Physician, ( - M.D.

* Jf an Institution, state how long an inmate and previous residence.





COMMONWEALTH OF MASSACHUSETTS

FULL NAME
’•'}

Residence

Place of

Death

RETURN OF A DEATH
9/

ht.

Registered No.

(Aaa. /A. 190 C>

Age 0 years ./jhr.....months TT?
-

. days

STATISTICA 7£ RETAILS

SEX COLOR SINGLE, MARRIED,
WIDOWED, OR /'L .

DIVORCED WrrJon/', 7
MAIDEN NAMEt

BIRTHPLACES

f?
NAME OF
FATHER

3~-tALt \
BIRTHPLACE
OF FATHERS

7 7

MAIDEN NAME
OF MOTHER

/ /I QyicAA. u 7'U/c^ l
BIRTHPLACE
OF MOTHERS

ryn cnA^x/i . cJc. ,

OCCUPATION

\AW.
INFORMANT §

PLACE OF BURIAL OR REMOVALII DATE OF BURIAL

190

UNDERTAKER /

. )</, 99id/
ADDRESS

9)l//dcy

PHYSICIAN’S CERTIFICATE

I HEREBY ^ERTIFY that I attended deceased during last

illness, from ./).*£.. */. 190-4 . to .Jh&AA./.Q 190
,

that to the best of my knowledge and belief(cjeath occurred on the

date stated above, and that tJisjCAUSE OF DEATH was as follows:

Primary: .

yy- “.....(avRATIOn)....

r: fatZudjl (jib

J RAT I on; TT~. . T: . . . DAYS

Contributory

:

: (duration) rrr .
-
.Tr,..DAYs

(Signed).. M . D .

190 (Address)

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents,

How long at

Place of Death? years months days

Where was disease contracted,
if not at place of death?

‘City or town, street and number, if any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information." If In a Hospital or

Institution, give Its NAME Instead of street and number,

f In case of married or divorced woman, or widow,

t State or country
;
also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.





(4’04-37-LM.]

Permit No.

RETURN OF DEATH.
0 mass.

Date of Death

Id/lJ

^ c (?

(If a married or divorced woman give maiden name, also name of husband.)

' ...Condition,...Color,
(White, Black, Mixed, Chinese,

Indian, etc.)'

(Single, Married, Widowed or
Divorced.)

Age, <T/ Years,.. h Months,....^/ Days. Occupation,.

Residence, ~XA^.O. . '/Pa- v
Place of Death

,

' 1 /(( {

JYdTCdj-.

Place of Birth,

Name and Birthplace
j ')C/yD(Pl'

of Father, J

Maiden Name and )

Birthplace of Mother, \ (fA
Place of Interment, ...:p7ff(.

CDfCc/. Date of Birth,

ClANDN.

(State year, month and day.)

aYaDCO^pIu.. ....

4 (OZ4AdRPB. 9c/t

'omwieA/ of
y
6u.a

1U
Undertakers

PHYSICIAN’S CE

Name and Age
|

of Deceased, j
~

Date and
Place of Death,* j

Disease

flYld

J
Chief cause,

|
Contributing cause,

Duration

CAUSE OF DEATH.

/dT7, .190 <$7^

ge,. xT/ years.^ypu -ybC^

[
Chief cause,

.inn J

(
Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

Name and Besidence I

of Physician, I

•If an Institution, state how long an Inmate and previous residence.

M.D.

21
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j|>’04-37-LM.]

^ Permit No..

(White, Black, Mixed, Chinese,
IndiaD, etc.)'

(Single, Married, Widowed or
Divorced.)

Age, Years, ..// Months,(NN~rNDays. Occupation,.

Residence, o/,;
Place of Death, (3)£s.

Wcrrdr^-r

j f A ^ year, morun ana aay.;

Place of Birth, .... v ^/ (AdAidDfL^.:?. . .

.

Date of Birth, .. / '/'-Ag*/

Birthplace 1 (!.</?. l/ltK 'dr.:. -f''( JA ' df fcCi
of Father, , ,

Maiden Name and
) C^A-C C-fJ-Y f ®

Birthplace of Mother, J

(T

( d,/.'/(.f
Undertaker..

PHYSICIAN’S CERTIFICATE OF THE^CAUSE OF DEATH

-Bostnf/,.

m /<— •-Name and Age |

of Deceased, j

Date and
Place of Death

.UfAAAAlAAj.. /lSn.I. 1 90. .£>..,

IrjNf/U.. Age,... years.

J
Chief cause,

Disease
| Contrihuting cause>

Duration j
Chief cause,

I Contributing cause,
Ukjd/ f)

I certify that the above is true to the best of my knowledge and belief.

r
\

Name and Jlesidence )

of Physician, )

‘If nn institution, state how long nn Inmate and previous residence.

M.D.



»

—*— — - .. . —I

-—— —*—-
4

JrVuuvy

C

yf^rTTvU

I



COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH

FULL NAME ... j Registered No

* tTjf /*/'.<'.
fr. **2^ . .n%x.,

Ck/lrtLr. (jQ: Age y?. *7.. years

J

p^.. months ... . .
/

.

Place of Death

Date of Death days

STATISTICAL DETAILS PHYSICIAN'S CERTIFICATE

wa-A
COLpFJr /J\

7r//jt

&w&fa£
,

*-M /run i e d,

BUWW« •;

MAIDEN NAM E t

HUSBAND’S NAME t
.

BIRTHPLACE* y

NAME OF <y ,
» 77

& yyy?
BIRTHPLACE /
OF FATHER* /) /

MAIDEN NAME aY /SS
OF MOTHER A / ^/

Y

BIRTHPLACE S\
OF MOTHER* / ) -

_ f

OCCUPATION fY /Y

TTJTsa?
INFORMANT § 7
PLACE OF BURIAL OR REMOVAL D DATE OF BURIAL

>l.„oL

I HEREBY CERTIFY that I attended deceased during last

illness, from .Jx/.tA.. (f 1905'. to /</ 190 .

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary

:

.(duration) DAY!

Contributory:

(DURATION) DAY!

(Signed) 'rffar* .*. <<?. M.D

r../Cr 190^.. (Address) /// <} dut-> Tkr*.

SPECIAL INFORMATION only for Hospitals, Institutions, Transients

or Recent Residents.

Former or How long at

Usual Residence Place of Death?. Day:

Where was disease contracted,
If not at place of death?

Filed

190.
Clerk

UNDERTAKER

ll111.TaA
ADDRESS

/ L § Name and address

fsjy ^
Nat^e of cemetery.

•City or town, street and number, If any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information." If In a Hospital oi

Institution, give Its NAME Instead of street and number,

t In case of married or divorced woman, or widow.

W- t State or country: also city, town or county, If known.

of person giving statistical details.
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Form C.

Commonbiealtfc 0f IJJassaffciiSftts.

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

Namefv^L.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

S Colorf^^c^l^

Date of Death, . /J =1 ' ml ;
Age, .. Years, Months, .Days.

Maiden Name,
{

If wed
1

Husband’s Name,.

Single, Married, Widowed or Divorced, Occupation
, l

^

•Residence, j « j
.... ' <£<?/

Place of Birth,

•Place of Death, <?f/

.

Name and Birthplace of Futher,.YJ^'

Maiden Name and Birthplace of Mother, ^^ ^AA

4^
f_:

C- /

place of business ,
' •* -/ y <c_^A 7*~»

190^ of Undertaker.
( ?

'

<5^*

Place of Interment, (Give name of Cemetery),

y

on

Dated at^ Signature and

=
PHYSICIAN’S CERTIFICATE.

Name and Age of Deceased,! ^ Age,1
: .J Y. M. ~ D.

Place and Date of Death, died at .Clfer\ <a Y! • 190

L. _ ( Primary, XwAUJX K<xvA- t Duration,
Disease or Cause )

J

Duration, ).
vA.fewW,.

of Death,!
j

Secondary,

I certify that the above is true to the best of my knowledge and belief.

Signature and Residence 1

of

Certifying Physician. .

; A _M. D.
ft. A* C. .

Date of Certificate, ^ Ca '.Vvua. J.4 190 .

>4

• Give also street and number, if any. f Give sex of infant not named. If still-born, so state,

t If a Soldier or Sailor In the War of the Rebellion, (five both Primary and Secondary Cause.

Countersign and transmit to the clerk of the city or town.

1/<L

Agent of Board of Health.
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COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH
c

Registered No.FULL NAME .VJ&A'LtL:.

ty.Z.

JO^:C Age years (Z--

Place of Death *

Date of Death .months Z2. .days

STATISTICAL DETAILS

SEX .

ec/<~

COLOR SINGLCp-MARR+ED,

MAIDEN NAMEt
. A-~<r-£T̂ -£-

—

HUSBAND’S NAMEt Q /?
7"''

PHYSICIAN'S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from 1 90 £. . .to . . .A.a*\ /. .190.6..,

BIRTHPLACE +

UL 'Jy'Cy^CZk- a^e^u
I

NAME OF
FATHER

7^ C,

,4wL lbAortitis

BIRTHPLACE
OF FATHER *

/itt/l

(3 OSW^iXXf^P
t

MAIDEN NAME
OF MOTHER

/- _s_
rriAMMAu )aAaaem <rv

T'M.oJ’L-cfV'V

BIRTHPLACE
OF MOTHER X

gZ^sisur r>vJi\ ,C^uj.

OCCUPATION

that to the besr of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

:
Avoj^i 1

(.Primary

:

' ' ‘ ,r'

• • sfi/w&ZblL .

.

Ay. . .

.

ficUS.)y. .

:

yruiuM M

(duration)..

Contributory:

(duration) DAY8

(Signed).. /K\ZAt4*M (H * Jf]A*AAA^
} .; M.D.

(Y<W.*...l4 190. L.. (Address)

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents,

Former or. How lone at

Usual Residence Place orDealh? Days

Where was disease contracted,

if not at place of death?

INFORMANT §

d%-
Filed

^ / /*/' /y\.
190

PLACE OF BURIAL OR REMOVAL II

UNDERTAKER

7^* //, ZS&Z- t' t y.

DATE OF BURIAL

190

ADDRESS
V . / -

Clerk

•City or town, street and number, If any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information." If In a Hospital or

Institution, give its NAME Instead of street and number,

t In case of married or divorced woman, or widow.

J State or country; also city, town or county, If known.

5 Name and address of person giving statistical details.

II Name of cemetery.



n^yrV



;[4-’04-37-LM.]

' - Permit No.

RETURN OF DEATH.
BOSTON, MASS.

Name in full,..

Date of Death,. ..A*. iO

Sex,

(If a married or divorced woman give maiden name, also name of husband.)

Color,.

V.. , V.UVV. M l**OV v*. l.UUUUTUVA.;

Condition,

.

(White, Black, Mixed, Chinese,
IndiaD, etc.)

(Single, Married, Widowed or
Divorced.)

Age,.,fj 3 Years, 0 Months, & Days. Occupation,

Residence,. Ct i..r^blZ... ... Ward,

Place of Death, *./ '} 1)

(
(State year, month and day.)

Place of Birth, AAA-Ntsil'j. Date of Birth, tLZL
f
/S'/3

Name and Birthplace
j ..(^/2xu^ , . 4.AN,..

of Father, j J _ ,
/

Maiden Name and IjAUlAA/,..
Birthplace of Mother, ~

Place of Interment, [. ,

Undertalcer.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston, QfZrrPCAi A~..
2~

190.?...

^Jf

e

}
tl~"

:

.

>— Age, years.
Name and

of Deceased,

Date and
) N/ f/a(°

Place of Death*
) fy

{

Chief cause,..

f?
- - .

Contributing cause,

j j
Chief cause, CAN*.

Duration
Contributing cause,

I certify that the above is true to the best of my knowledge and belief.





COMMONWEALTH OF MASSACHUSETTS

SEX COLOR SINGLE, MARRIED,
WIDOWED, OR
DIVORCED

MAIDEN NAMEt

HUSBAND’S NAMEt

BIRTH PLACE +

NAME OF ^
FATHER

BIRTHPLACE
OF FATHER t

MAIDEN NAME
OF MOTHER

BIRTHPLACE
OF MOTHER t

OCCUPATION

—
INFORMANT §

I HEREBY CERTIFY that I attended deceased during last

illness, from 3.t?ry\ ^ I90^..to f

*

'''v's
...-2r..A

<

J90 (

that to the b^rt of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary

. (duration).

Contributory:

(Signed)

... n. ^.Y .190

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or ( 4. rj/ How lone at

Usual Residence Place oCDeieath 7 .13 . Days

Where was disease contracted,
If not at place of death? |

^-'Wv/'v'V

Filed

190
Clerk

PLACE OF BURIAL OR REMOVAL II DATE OF BURIAL

19o3...

UNDERTAKER ADDRESS

"Z^ /c k/

'

* City or town, street and number. If any. If death occurs away from USUAL RESI-

DENCE, give facts called for under “Special Information." If In a Hospital or

Institution, give Its NAME Instead of street and number,

t In case of married or divorced woman, or widow,

t State or country; also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.





Form C.

Comniflnfojealtfef of lltassadjwsetts.

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Name,
. ^ sbS&jCt+S ISef^Sk^ Color,

Date of Death, 190<^; Age, Years, r ...Months, Days.

Maiden Name,
j

If
j

Husband’s Name,—

Single, Married, Widowed or Divorced,

•Residence,
j 85?: i

^....^

Place of Birth,

•Place of Death

Occupation, ^
/ ,

^ /
<2. /! , c2- 'c

,
^ Til £ /'A /

Name and Birthplace of Father, ^ -^^52^-...

Maiden Name and Birthplace of Mother, // Y.

Place of Interment
,
(Give name of Cemetery), 4^. '.^L.&r.d.i.

lace of business -( _ y
6: y/ Ari

Dated at

on Zb*....

Signature and l — ... L- .../...

) place of business -< _ / J A, / / ^

—

. 190<:C of Undertaker. / />

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! /f^dA Lis Age,^f Y. M. D.

Place and Date of Death, died at ir.. j*=a( (p 1 90 (p .

Duration,

Duration,

Disease or Cause
j

^nia^ ’

of Death,! Secondary, . .J] r-ylf^YL.1

Signature and Residence
‘

of

Certifying Physician. ,

I certify that the above is true to the best of my knowledge and belief.

1 90 ,

_M. D.

Date of Certificate,

a
, if any. f Givbst-xof Inf:* Give also street and number, if any. f Give sex of Infant not named. If still-born, so state.

J If a Soldier or Sailor in tlie War of the Rebellion, give both Primary and Secondary Cause.

Countersign and transmit to the clerk of the city or lovm.

Agent of Board of Health.
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J4-’04-37-LM.]

Permit JVo..

RETURN OF DEATH.
^ MASS.

Sex,

Date of Death, /^Ok)

Name in full,

(If a married orcUvorced woman give maiden name, also name of husband.)

Color,... Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age,.. Years, fzY Months,
.

.

ays. Occupation,.

Residence,.

Place of Death, ft* ^..zdlAy P/fDzd
Ward,

Rlace of Birth,NNC
Name and Birthplace

of Father,

Maiden Name and
i f L-'tYN^i L fDi

Birthplace of Mother,

State year, month and day.)

Date of Birth, CsC-tej.

Mirthpiace of Mother, ) /

—

\ .
^

Place of Interment, L^JfAAAJL

d
Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

" 19oA...

Disease <
•<r

Cfld-tN } ^yf1 ’ <Nf VJ (« l/.: Age, yf years, '/hi-- 2f't.

Date and
|

Place of Death,* )f/

[ Chief cause,0^-^ .

( Contributing cause,
et

f Chief caus& .

Duration -< c
( Contributing cause, ..v

I certify that the above is true to the best of my knowledge and belief.

M.D.



— —

=



[ll-’02-37-.LM.]

Permit JV'o.

RETURN OF DEATH.
BOSTON, MASS.

Name in full,

Sex,

I)ateo of Death,

22/

vorced woman giyn maiden name, also name of husband.)

Qn~ Condition, *7// 1

(.White, Black, Mixed, Chinese,
Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age, ' / Years, —— Months, Days. Occupation,

Residence
,7 7 kf/gy 22 7l- Ward,

Place of Death,

Place of Birth,

t '

(State year, montii and day.)

Name and Birthplace

of Father, p
Maiden Name and f ^y

/k0/

Birthplace of Mother,
) .// . /7

Place of Interment, /

7

Date of Birth,

c /

£f/2„
Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

loston,

Name and Age i

of Deceased , )

Date and )

Place of Death,* )

7 ioo

Age, SS ? years.

Disease
f Chief cause,.

;P J

( Contributing cause,

( Chief cause

Duration
I Contributing cause,

3 7=

I certify that the above is true to the best of my knowledge and belief.

Name and Residence I , 7 ky^/cyck^^l^r-L^<
of Physician, >

Sm^:. ..y.../.

’If an Institution, state how long an Inmate and previous residence.

c
c-c?:.xC 7

.





J4-’04-37-LM.]

* Permit No.

RETURN OF DEATH.
BOSTON, MASS.

(If a married or divorced woman give maiden name, also name of husband.)

JS&tXsj

.

JOlcUz/ Color, Condition,
(Single, Married, Widowed or

Divorced.)
(White, Black, Mixed, Chinese,

Indian, etc.)'

Age,. Years,...?£ Months,£2.iL Days. Occupation,

Residence,....

Place of Death,..
(State year, month and day.)

Place of Bi / 'th,fWf/lAtAJUAA^

/

Date of Birth,

Marne and Birthplace
) /C^OPFtgf/y rfkufJtDtdL

Oki

of Father,

Maiden Name and )

Birthplace of Mother, i

Place of Interment,

gL
Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH

QN-^' ^
Name and Age )

of Deceased, )

Date and
)

Place of Death,* )

z dtl hi lOAAf
. // 190. b.

Age, ^ years.

'!<•/ I
" ~

Disease j
Chief cause, AfN

Duration

| Contributing cause,

Chief cause, .....J,

( Contributing cause,

i

I certify that the above is true to the best of my knowledge and belief.

liesidence ) 'yf // _
< ZhU CZ.**&*. m.d.

Name and
of Physician, \

'If an Institution, state how long an inmate and previous residence.





ALL

NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS

STATISTICAL DETAILS PHYSICIAN'S CERTIFICATE

SEX

C

COLOR ^ SINGLE, MARRIED,
WIDOWED, OR
DIVORCED X

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTHPLACE?

"T
“
HS^X .^X- .

PLACE OF BURIAL OR REMOVALU

xfo- (3 ~ /I A-t- £

UNDERTAKER

(j .,/^.X^Cpc *

DATE OF BURIAL

r\
'/e.t-J* ,.„t.

ADDRESS

J{U 1 l JflA

I HEREBY CERTIFY. that I attended deceased during last

illness, from 190 A. to ...I90.4?.,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary

!

, , WvO
. (ou ration;...T/T.. ....... OAYS

Contributory f

(duration) DAYS

M.D.

190.6. (Address) ....Li

(Signed)

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or , Mow long at

Usual Residence rr. Place of Death?
How long at

Days

Where was disease contracted,

If not at place of death 7

Filed

.190.

Clerk

•City or town, street and number. If any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information.” If in a Hospital or

Institution, give Its NAME Instead of street and number,

t In case of married or divorced woman, or widow,

t State or country: also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery,



0

>



Form C.

Cammoniuedtk d lltes&axfeitsftts.

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

Name,

Date of Death,

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Sex^?e^.X’olor<^^^
A*.

Maiden Name, l

If m
gj^™ffi

wed
j ^ ^ 7

-190/
;
Age,.Z..^T..Years, v Months, ' -- Days.

Husband’s Name, i <9.

Single, Married, Widowed or Divorced, £7?^... Occupation,

out of town,
also state fully!

\
-

>

(

<s3^ £ ^ <^g»y

1

7
<^yfi‘Residence,

j*f.

Place of Birth,

‘Place of Death,

Name and Birthplace of Father, ^7

Maiden Name and Birthplace of Mother,.* 'C..

Place of Interment, (Give name of Cemetery), cUs~/»

,

-7/P
Dated at

on 4 190Z
Signature and

place of business

of Undertaker.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! C

H

7
*

Place and Date of Death, died ai/

Age,7* Y.

Disease or Cause i

^ rimary

,

of Death,
t |

Secondary,

M. D.

190^..

Duration, '?-/<-»» >**’’'

•

Duration,
~

I certify that the above is true to the best of my knowledge and belief.

• Oivc also ntrcet and number, if any. f Give sex of infant not named. If atill-born, bo state,

t If a Soldier or Sailor in the War of the Rebellion, give both Primary and Secondary Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.
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J4-’04-3T-LM.]

^ /?

, » Permit No..

RETURN OF DEATH.
MASS.

Date of Death,

Name in full,.iQ..a. VD .M) '

(If a married or divorced woman give maiden name, also name of husband.)

Sex, 72V,oJju.. Color,.. Condition, qJ
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age, / . Year^/,. Months, Cj Days. Occupation,

Residence, Q^<tRNld2. . . .^///PlAAc^f. Ward,

Place of Death, /bAerr <bigfp-e/ tridJA.
s. (Statt^ear, month and day.)

Place of Birth,.. Date of Birth, A/ A
/^fA

Name and Birthplace
j iA/.J.iicp/A S

of Father, ) n /

Maiden Name and
j ^.Qd:lTlNUD. }.AV. , r?@)i Gfjbpct (Qca. i tacJ

r
s<

Birthplace of Mother, i n J

Place of Interment
.M?!

\U.PIIP1£,D..

sFn j
Undertak

ff-/v

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH
I

seeni (?__*. 190.A.

aA, Age, /.. year^ S' ^
of Deceased, j

Date and
) gt, ,.</ & . //* b . {N „ / .^.iA ..

Place of Death,* )

<- / A

j
Chief cause, CA*

Contributing cause,

/

Disease

DurationrV< V) j
Chief cause, / .

( Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

Mi.D.
Name and Besidence )

of Physician, I -

•If an institution, state how long an inmate and previous rcslden
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COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH-1906.
CITY OF

BOSTON.
FULL NAME Til0^s * Hughes

Registered No ^

2220

P
ind

e

Resid!nM |
Boston liiergency... HciSjp.it.al..Kings.t.o.n...S.t

Mar 10
Date of Death 1906 .

55
Age years . months

.

. days.

STATISTICAL DETAILS. PHYSICIAN’S CERTIFICATE.

SEX COLOR

male white
SINGLE, MARRIED, WID., DIV.

widowed

Maiden Name.

Husband’s Name

q. . . Pawtucket R.^
Birthplace

\ <E®I*0

Name of rn-. tt X'SvV 18

Father thoma.s . .
HFather.

England

o/M«h«r
m
! Mar;/ Smith

England

Occupation com,
.
Tra.Te.ller.

I HEREBY CERTIFY that I attended deceased during last illness,

from 1906, to 1906,

that to the best of my knowledge and belief death occurred on the

jte stated above, andthat the CAUSE OF DEATH was as follows

:

PfV%o\\ Lobar Pneumonia 3 days
(DurafWjtV

t/»\\ 1

pTA/a ?
9/y

Contributory :

(Duration)

(Signed) M.D.

Mar 11,
906 .

Informant

SPECIAL INFORMATION from Hospitals, Institutions, Transients, or Recent

Residents.

Place of Burial

or removal

Undertaker

Providence R I Usual Residence
Ocean View Y/inthrop Mass

Lewis Jones & Son
j

Fiied^ar .

^
. 1906 .

Registrar.
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COMMONWEALTH OF MASSACHUSETTS

Place of Death

RETURNUX>F A DEATH

FULL NAME
J

Registered No.

/c O ^ /''#<, ^?Ye~u _>

CT7)y<?Date of Death .•fr'rriV. Srr^ >r: < >r Age .years . //

Jd£

“zmonths f days

STATISTICAL DETAILS

SEX S+tftJTE, MARRIED,
WI DOWE&r«R
DWOtt&frD

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTHPLACE +/L T • _ \

NAME OF
FATHER

//
'7 <r <35-* i.

BIRTHPLACE
OF FATHER t

MAIDEN NAME
OF MOTHER

BIRTHPLACE
OF MOTHER +

CS~tSK-

OCCUPATION

INFORMANT §

LITYSICIAN-S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from 190 .£..to 190

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows

r
•Primary

:

.(duration).. ...\/..

Contributory :

s

...7T77... (duration) 0AY8

(Signed) M.D

190 .^..((Address) ..

SPECIAL INFORMATION only for Hospitals, Institutions, Transients

or Recent Residents.

Former or How long at
Usual Residence Place of Death?. Days

Where was disease contracted,
If not at place of death?

Filed

PLACE OF BURIAL OR REMOVAL D

1

i

UNDERTAKER

<C

DATE OF BURIAL

3/
. 190t

.190.

Clerk

ADDRESS

* City or town, street and number. If any. If death occurs away from USUAL RESI

DENCE, give facts called for under “Special Information.” If In a Hospital o

Institution, give its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country; also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.





Form C. r J*

Commonbxedllj of lltass&cfeiisetls.

No. 9~[...

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WJ^TH INK. ALL NAMES TO BE IN FULL.)

Name, Sex^J^^±L_C5olor^

Date of Death, 190^; Agz,y. Years, y ^ Months, ...Days.

Maiden Name,
j

11
”S>fcXd°

wea
I

^A ' 'V fr <- C.

«6-^Husband’s Name,-

Single, Married, Widowed or Divorced, Occupation, ^ j

•Residence,
j ais2

u
sta°te tuny!

^ / **/-

/

„ /,

/? ' y — o? , ^ ,

Place of Birth,

<LV•Place of 1 )eath,
^ ?

Name and Birthplace of Father,.

Maiden Name and Birthplace of Mother, ^ ^ ^T * t

Place of Interment, (Give name of Cemetery), .f"

Dated at

on . 190 * - ^42&k. *?#
Signature and

y

place of business

of Undertaker.

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! S' QOtSrrJLr... Age/3 Y. // M. / °D.

Place and Date of Death,

Disease or Cause i

^ r ' rnar>

»

died at.. 6 7 ; : " x ' -/ 190

ot Death,!
) Secondary,

|

U ' Duration,

Duration,

I certify that the above is true to the best of my knowledge and belief.

Signature and Residence

of

Certifying Physic!

M. D.

Date of Certificate,

• Give also street and number, if any. f Give sex of Infant not named. If still-born, so state,

t If a Soldier or Sailor in the War of the Rebellion, give both Primary nnd Secondary Cause.

Countersign and transmit to the clerk of the city or town.

4gent of Board of Health.
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COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH

FULL NAME Registered No.

Place of Death

*

~

Date of Death &2Z.(e&S/. Q Age .years . months .days

STATISTICAL, DETAILS

SEX COLOR
,

SINGLE, MARRIED, '

WIDOWE-DrOR
DIVORCED c[/l/

MAIDEN NAMEt
ft*.

HUSBAND’S NAME t

Js-. T.

BIRTHPLACE*

NAME OF
FATHER

BIRTHPLACE
OF FATHER +

MAIDEN NAME
OF MOTHERith -j

/A~
BIRTHPLACE
OF MOTHER t

OCCUPATION

INFORMANT §

PLACE OF BURIAL OR REMOVAL II

''T'Z'7 A^-Z-C7

DATE OF BURIAL

190.6...

UNDERTAKER ADDRESS

Uri’SICIAX’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from ... */./.&. .190 .6. to -A/ur.. .190..^,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary:

Contributory

:

. (duration) DAYS

&
(Signed)

u3
190.^.. (Address)

.

(duration) DAYS

M.D.

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or How long at
Usual Residence Place of Death? Days

Where was disease contracted,
If not at place of death?

Filed

.190.

Clerk

* City or town, street and number, if any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information.” If in a Hospital or

Institution, give Its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country; also city, town or county. If known.

§ Name and address of person giving statistical details.

II Name of cemetery.
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COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH

FULL NAME

Place of Death *

Date of Death c'C l?A./..2.cr..£

Registered No..

•Age. .days

STATISTICAL DETAILS

t5tA DULUn SINGLE, MARRIED,
WIDOWED, OR
DIVORCED

MAIDEN NAMEt

HUSBAND’S NAMEt

BIRTHPLACE + >

NAME OF __ /

BIRTHPLACE
OF FATHERt a

(/CA

MAIDEN NAME ^
OF MOTHER

y /p
//H,0't-cy u

BIRTHPLACE (S
OF MOTHER + /p

OCCUPATION

INFORMANT §

PLACE OF BURIAL OR REMOVAL II

UNDERTAKER

e /?;?<

DATE OF BURIAL

190 ..

ADDRESS

PHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from 190 to 190
,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

O
Primary . i roA^o- L/\j£

Contributory

(duration) DAY S

. (DURATION) DAYS

(Signed) .Tr.../. . V. /. •*..¥.

.

^ M . D.

^ L
iK/U , .

,

190.^.. (Address) ...T..mi
SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or How long at
Usual Residence Place of Death? Days

Where was disease contracted,
if not at place of death?

Filed

.190.

Clerk

* City or town, street and number, if any, If death occurs away from USUAL RESI-

DENCE, give facts called for under “Special Information.” If in a Hospital or

Institution, give Its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country: also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.



3
?£/



Form C.

©ommoithieallfc nf Jltassaxfensetts.

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

Date of Deathy

Maiden Name,
|

Ifm^’^wed
j

Husband’s Xame,_

190 Age, Years, .* - Months, ^
' .Days.

7/^Single, Married, Widowed or Divorced,..Lr7^^i7../..7o Occupation,

7 <7? <l> //

'

, _
•Residence,

j ^8

°u
sta°te

| v . ^
Place of Birth, ^^2. ^

,

yt
; ^ ^

•Place of Death, ^ ,

Xame and Birthplace of Father,

Maiden Xame and Birthplace of Mother,' €*72^

Place of Interpient, (Give name of Cemetery),

<2

190

Signature and
/ place of business

CO, of Undertaker.

Xame and Age of Deceased,!

Place and Date of Death,

Disease or Cause ^

^>r™ar> >

of Death,!
\
Secondary,

PHYSICIAN’S CERTIFICATE.
J / o
so

died at

Age, ^2 y. rr.M. —

D

'

£ 190^

Duration,

Duration,

1 certify that the above is true to the best of my knowledge and belief.

/Sr t^7y%pu
Signature and Residence '

of

Certifying Physician. .

M. D.

'

190^.Date of Certificate,

• Give also street and number, if any. f Give sex of infant not named. If still-born, so state.

J If a Soldier or Sailor in the War of the Rebellion, give both Primary and Secondary Cause.

Countersign and transmit to the clerk of the city or town.

Agent of Board of Health.



RETURN

OF

THE

DEATH



COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH

FULL NAME

^th
0
'}

Residence . Age ^

(Cliff OR ^TOWN.)

Registered No

Date of
l

Death i
f-^rfhrT . -*-f 190 C

<r ...months days

STATISTICAL DETAILS PHYSICIAN’S CERTIFICATE

SEX

&
COLOR

ThCzz-
SINGLE, #MW*ED,

.W I DOWGD, OR
-PIVOROfrO

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTHPLACE?

XPip

NAME OF
FATHER

Ca. . (^S-£V^,

BIRTHPLACE
OF FATHER?

Y&.

MAIDEN NAME
OF MOTHER

BIRTHPLACE
OF MOTHERt

7?.J.

INFORMANT § ^

PLACE OF BURIAL OR REMOVAL II

UNDERTAKER

DATE OF BURIAL

190.j6.a .

ADDRESS

I HEREBY CERTIFY that I attended deceaeed-during last

illness, from 190^.. to

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary: .. (Jr*

.(DU ration).... DAYS

Contributory

:

(Signed). M.D.

<4^.r...^r....l90.^..(/4^ess)

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

How long at

Place of Death? years months days

Where was disease contracted,

If not at place of death?

Filed

.190.

Clerk

* City or town, street and number, If any. If death occurs away from USUAL RESI-

DENCE, give facts called for under “Special Information.” If In a Hospital or

Institution, give Its NAME Instead of street and number,

t In case of married or divorced woman, or widow,

t State or country) also city, town or county, If known.

§ Name and address of person giving statistical details.

Name of cemetery.



XX
X



ALL

NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH

STATISTICAL DETAILS

SE

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTHPLACE +

NAME OF
FATHER

"C
acr€^z

BIRTHPLACE
OF FATHER*

CC'&<
MAIDEN NAME
OF MOTHER

BIRTHPLACE
OF MOTHER*

^
OCCUPATION

INFORMANT §

PLACE OF BURIAL OR REMOVAL II

UNDERTAKER ^

DATE OF BURIAL

ADDRESS

COLOR SINGLE, MARRIED,
WIDOWED, OR /
DIVORCED fZ

TillSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, I90<*...to 190 <«..}

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary: ....

(duration)

Contributory

:

(duration) DAYS

•(Signed) M.D.

190.4.. (Amtress) ,

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents,

former or How long at
Usual Residence Place of Death?.

Where was disease contracted.
If not at place of death?

Days

Filed

.190.

Clerk

* City or town, street and number, if any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information.” If In a Hospital or

Institution, give its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country; also city, town or county, If known.

Name and address of person giving statistical details.

Name of cemetery.





ALL

NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS

(CITY OR TOWN.)RETURN OF A DEATH
/"

FULL NAME . v .,^i!Y >^JlL .

.

Oj. Registered No. .a.oL

^Vath^ I ^L. .t;^.

.

;.:..I90 k

Residence Age ..years.. .months ~ ' ... days

STATISTICAL DETAILS

SEX COLOR

jxir
, MARRIED,

W I DOW CD, -on
•D I¥OnOCD

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTHPLACE*

NAME OF
FATHER

R> k JTT\ ^ ~~TYl l

~mL!l AXT ; tyt
BIRTHPLACE
OF FATHER*

Oft. <CT^rvr^^'km UT)'TT\n^
MAIDEN NAME
OF MOTHER

AXl.. 3r\ x-r-rrs~Yvjly-v>;

BIRTHPLACE
OF MOTHER*

Ai.
OCCUPATION

_TTl^

INFORMANT §

PLACE OF BURIAL OR REMOVAL 1

IXl^i^cdAjljjLrYx ojr\
"

UNDERTAKER

Sl-PT\ rYT-rAACT O)

DATE OF BURIAL

V
190 .

ADDRESS

PHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from ITT 190 to 190 ,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows :

^

Primary: V AjCVJLJ, . O: L.^h.KiAty

JL A'}'
J

jCx.Lf

.(duration) day a

Contributory:

(duration) DAYS

(Signed) . ^ M.D.

190 (Address)

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

How long at

Place of Death? years months days

Where was disease contracted,
if not at place of death?

Filed

ojipxu_j) . . .f§r~ . 1 9 ofc..

A? V
Clerk

* City or town, street and number, if any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information.” If in a Hospital or

Institution, give its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country
j
also city, town or county, if known.

§ Name and address of person giving statistical details.

II Name of cemetery.



t /(

registration.



)J4-’04-37-LM.]

" ^ Permit JYo..

RETURN OF DEATH.
'jz BOSTON , MASS.

ate of Death, Q/PULs. cT yr/r f

04d^kU
(If a married or divorced woman give maiden name, also name of husband.)

Sex, (XldL.< Color,... .Condition,
i WViiffl RIqpL' MivnH PliinocD ^Sirnrlp MnrrioH WMHnnrPfl nv(White, Black, Mixed, Chinese,

Indian, etc.)'

(Single, Married, Widowed or
Divorced.)

|tate year, month and day.)

// VI ?

Age, Years, Months,
.

.

p'\_Days. Occupation,.

Residence,...
c
TMdaN>..N Ward,

.

Place of Death, jft

Place of Birth,
.Afafan- Date of Birth

/

<b
"/£&,

f

Xante and Birthplace

j

_A.CcJviA^,< (AJ.JaaD^
<

7^.0M'...

Maiden Xante and CDltAtm — ‘WUteA
Birthplace of Mother, J

Place of Interment,

r,ndertaher.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.
A i

Xante and Age
) sly*

of Deceased, )

lUn+hm, ft? ^ 190 .&>..

Date and
Place of Death* j

Age,. ..ft
7
ft' years.

'

.,

Disease J
Chief cause,

Duration

| Contributing

j
Chief cause,

cause, x

( Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

Xante and Residence

of Physician, N- rS. Atwu<-
* If an institution, state how long an inmate and previous residence.

M.D.





ALL

NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH

FULL NAME Registered No

Place of Death * ...c^y^h %/.£££. (
{ ^hrz;

Date of Death Age 2..Z. years ? months .... {/... .days

STATISTICAL DETAILS

SEX COLOR

MAIDEN NAMEt

HUSBAND’S NAME t

Bl RTH PLACE +

INFORMANT 5

PLACE OF BURIAL OR REMOVAL I

UNDERTAKER

DATE OF BURIAL

ADDRESS

PHYSICIAN'S CERTIFICATE

I HERESY CERTIFY that I attended deceased during last

illness, from..£<j^?T.f M. 190 ..4.to....C^6r»er:.:.../^..'....l90.^..
l

that to the be^t of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

. . ....Primary

:

NAME OF
FATHE "

BIRTHPLACE
° F FATH”*

MAIDEN NAME "'T) „
„ F „„T „ EB -

uw*- <y
BIRTHPLACE
OF MOTHER

t

OCCUPATION

(duration).... DAYS

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or How long at
Usual Residence Place of Death?.

Where was disease contracted,
if not at place of death 7

Days

Filed

.190.

Clerk

* City or town, street and number, if any. If death occurs away from USUAL RESI-

DENCE, give facts called for under “Special Information," If in a Hospital or

Institution, give its NAME Instead of street and number,

t In case of married or divorced woman, or widow,

t State or country; also city, town or county. If known.

§ Name and address of person giving statistical details.

II Name of cemetery.





ALL

NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH

FULL NAME JtJLtOt&fZS* Registered No

Place of Death c 7 ^ .

p' y ^

Date of Death Age / r pmonths days

STATISTICAL DETAILS

SEX COLOR SINGLE, MARRIED,
WIDOWED, OR
DIVORCED

MAIDEN NAMEt

HUSBAND’S NAME t

THYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

i
A

illness, from . I9o4...to..^^7../..V:.

/

'

190 .'to..,

BIRTHPLACE +

<_ Opt.

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary: !L

NAME OF
FATH&ft-

BIRTHPLACE
OF FATHER*

MAIDEN NAME
OF MOTHER

(duration) v5 DAYS

Contributory :

(duration) DAYS

(Signed) C M.D.

/A. .190.4.. (Address) }h.. c<JZ>£

BIRTHPLACE
OF MOTHER t

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

OCCUPATION

Former or How long at
Usual Residence Place of Death? * Days

Where was disease contracted,
if not at place of death 7

INFORMANT §

PT'^ZZT
>

pr
~

Filed

. 190 .

PLACE OF BURIAL OR REMOVAL II

UNDERTAKER

DATE OF BURIAL

/

&

Clerk

ADDRESS

* City or town, street and number, if any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information.” If in a Hospital or

Institution, give Its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country; also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.



'



£4-’04-37-LM.]

.» Permit JVo

RETURN OF DEATH.
BOSTON, MASS.

JVame in full, (£.' Qf,

Date of Death, ...

(If a married or divorced woman give maiden name, also name of husband.)

Sex, A Color,.
(White, Black, Mixed, Chinese,

Indian, etc.)

Condition,
(Single, Married, Widowed or

Divorced.)

Age,.. fr.rf Years, ..i
"" Months...... Days. Occupation, (ID...

0 ... Wwrdjr..Residence,

Place of Death, {rr <3 •

(State year, month and day.)

' //Place of Birth, ^ i. Date of Birth, /yO/ADy /
Name and Birthplace

j QpsfA/C fff., p/l Qa lace

yidjfMAfL

of Father, , , . t

Maiden Name and )

Birthplace of Mother, ) —
(

(

Place of Interment, f cf

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

WdC / 190 .h

iS.'.OJ' , Age, ''YName and Age
of Deceased, „ . ,

Date and )
^

'•> i

Place of Death,* \

Q^.qmJL

years.

Disease
cause,.

Duration

J
Chief cause,

( Contributing

j
Chief cause,

( Contributing cause,

/t- / % OS

vr

I certify that the above is true to the best of my knowledge and belief.

Name and Besidence { I.1AJQ
'

of Physician, f ••• M.D.
i If nn Institution, state how long an Inmate and previous residence.

21



/
C

~a^>y



|[4-’04-37-LM.]

Permit No..

RETURN OF DEATH.
BOSTON, MASS.

Bate of Death, C. .^.N. f
If'

° Cd

Name in full,.

Sex,

(If a married or divorced woman give maiden name, also name of husband.)

Color,
(White, Black, Mixed, Chinese, (Single, Married, Widowed or

Condition, y.l.UfUdXJSl...
Indian, etc.) Divorced.)

Age,\J 6 Years, v Months, f Days. Occupation, ( )

Residence, . Q.

Place of Death,

TVccrdrrrr:

(State year, rnotuh and day.;

Place of Birth, . . {. Date of Birth, ‘)jiD(4.y,. //-"/
Name and Birthplace

|

..(ZdAddk^ —
Maiden Name and

\ yx. d/X- /CfOzxZl.
Birthplace of Mother, )

Place of Interment,

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Name and Age
}

of Deceased, )

Date and
)

Place of Death,* )

SAf-hf' C//n ,J_ / 190XL

Age,.lS.C.. years.

Disease j
Chief cause,

.

'1'A^Jt*. Aevctx.
)

JrfXJL. IS^Ifak. (II IXXu 4v

( Contributing cause,

( Contributing cause

Duration j
Chief cause,

I certify that the above is true to the best of my knowledge and belief.

Name and Besidence )

of Physician, )

‘If nn Institution, state how long nil Inmate and previous residence.

.
M.I).



4



COMMONWEALTH OF MASSACHUSETTS.
CITY OF

BOSTONRETURN OF A DEATH-1906.
FULL NAME Ks.nry. . .B

1

.0.omfieId Registered No. 4838

Plac
,

e ° f °eath
!

Boston Cunar.d...lharf...Eas.t...Bo.ston.
and Residence '

Date of Death Apr* 26 906. Age. . 6.5 years . . months

.

.15... days

STATISTICAL DETAILS.

SEX COLOR

.male whiit.e

SINGLE, MARRIED, WID., DIV.

married

Maiden Name

Husband's N ame (&//£*•
r Decornrjosit ion too far ad-
(Durafl&ftV

*

Birthplace England.

Name of

Fathe

_ i \ <v vLf. “a <

John. Xq|x‘.,n

to.wnin^.

mmw-o.s.e. d. . .to....haY.e ...fallen... o.y.e. rh.o.ard ...

Birthplace

of Father..

O i .
tAj

England

Maiden Name
of Mother llarV... A...W.lll.lS.

England

Occupation Stevedore.

Informant

^removal"'
31 Winthrop Cem Winthrop Mass

Undertaker S'.CT.Ue T ?l0Vd

PHYSICIAN’S CERTIFICATE.

HEREBY CERTIFY that I attended deceased during last illness,

from 1906, to 1906,

that to the best of my knowledge and belief death occurred on the

,te stated above, andthat the CAUSE OF DEATH was as follows :

Contributory :

(Duration)

(Signed) ?ep. Stedman M D>

May 30
.1906.

SPECIAL INFORMATION from Hospitals, Institutions, Transients, or Recent

Residents.

Usual Residence..

C

aP.d.T5 . . .?]£

.

.

.

Bd W1nthrOp M&S

3

•31Filed -May-31
A true copy.

Attest

:

906.

Registrar.





~Permit No.

yyRN OF DEATH.
, MASS.

Dat^r-of Death,

Name in full, \ .^pD/lAdA.fdj.. L
. /~D.....23dAd/Wl*Q^, (Q.... •>//?..fAsW?#,

.Sex , .. C^€

/...K.LMffl/UfL,..^. N-L&i^Ul^yZ/
(If a married or divorced woman give maiden name, also name of husband.) "x

Color,.. Condition, frJ,

(White, Black, Mixed, Chinese,
Indian, etc.)

Age, V~

/

1 ‘ears, <L- Months, .(OP: Days. Occupation,.

(Single, Married, Widowed or
Divorced.)

Residence, SyUC( 'LACdSf/Cf/tNs? NCSDDXNDl Ward,

> U.eAoAS.lMN. ,^ CupJPlace of Death

Place of Birth, R
(State year, month and day.)

Name and Birthplace
j — ^ (

of Father, J

Maiden Name and )

Birthplace of Mother, J fy' / \ <

Place of Interment,

./S.

£$. d' t

cL.
Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.
ro

*a
<ifDefas?d,

e

}
CSmcyPiAM- C/lZiAnHAfrU. I Age,. <5j years. ^)Hrx

ON
V

Date and i

Place of Death,* j

j
Chief cause,

J<D 190L

Cp
r
f I o G> - fy.

r^Q. 6) V V)"v-v^-cj2x>

Disease J
,

| j j) A
( Contributing cause,

Duration j
Chief cause,

( Contributing cause,

I certify that the above is true to the best of my hnowled,ge and belief.

Name and Residence )

of Physician, )

*lf an Institution, slate how long an Inmate and previous residence.

M.D.





[3 ’06-37-LM.J

- Permit J\ro.

RETURN OF DEATH.
BOSTON, MASS.

Date of Death, flf.. y ^ t
\

} \fLC/r<N*<JP

^

PPiPfCN fPCNMs ^

P . <^<76

Name in fall

fL. -

(If married or divorcedTnnan give maiden name, also nsyrfe erf husband.)

Sex, Color, 0*r_ Condition,
£

>7^
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age,.ZA Years, Months, ZC.Days. Occupation,

Residence, * ard,

.

Place of Death,

Place of Birth, fuNA ^f^PDate of Birth,

Name and Birthplace )

(State year, mouth and day.)

of Father,

Maiden Name and
l

clJ7(k t (
Birthplace of Mother, )

Place of Interment

£ S

,..a6> (eg

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Name and Age \

of Deceased, >

t-t, /S
gggffifdfAM. tkyNN 190Z

Age, ...7j7. years.'J-UXA+. / J2si^0

I hereby certify that I attended deceased from 190&, to 7.
/^'

19 0(b, that I last saw alive on the &..... day of 190&,

that .. died on the-. 7... day of 190 6, about /P o’clock

se of. death

z ,
euJfx.

A.M., and that, to the best of my knowledge and belief, the cause of.

was as follows ,

J
Chief cause,

\
Contributing cause, ^

j
Chief Cause,

Disease

Duration
Contributing cause,

•If an institution, state how long nn Inmate and previous residence.

,4<2Sr«v -

M. D.





'[•4’04-37-LM.]

+ Permit No..

OF DEATH.
OiN, MASS.

Name inin full, J

Bate of Death,....

(If a married or divorced woman give maiden name, also name of liusband.)

(Single, Married, Widowed or
Divorced.)

Sex, yitaJU, Color,... ...Condition, of
(White, Black, Mixed, Chinese,

Indian, etc.)'

Age, Ca Years,,.(A« Months,. Days. Occupation,.

Residence,.. QPNilfuYf? 'ft /^?vv W'ard,

Place of Death, /ff 3 , ^yUA. IjYu

Place of Birth, N /.'. .// Date of Birth, 6fAJ (a ^CCD

Name and Birthplace
) // Jjf/lJ

D

j CPAyPiyy^t
of Father, y t 3 ^

Maiden Name and
) 4^]/^Yd/L/fhdA^ f

Birthplace of Mother, i Y/~\ fi /P\
Place of Interment, amJ?cMN'CMdOfa.

)14M44/Id£d^

(State year, month and day.)

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

^bI^Z,/
0

190 C?.

fName and Age | ^
of Deceased, )

Date and )

Place of Death,* j

Age,...I years. /2Y=>
// " 7gytf /Ad BaA&/ PMj/B

Disease J
Chief cause,

( Contributing cause,

Duration
{ Chief cause, s?

7 r\n d

( Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

Name and liesidence I

of Physician, )

*If an Institution, state how long an lnmnte and previous residence.

M.D.

21





[4.’0437-J,M.]

Permit JVo.

RETURN OF DEATH.
POSTO-IN , MASS.

Name in full,

Date of Death,
.

l/C'. '(J-A-A.. . f.
/ Ofj (j

PlZtz::.

(If a married or divorced woman give maiden name, also name of husband.)(T

Sex,... ^hiAAAA.CA^r^A.. .
Color, Condition,

(White, Black, Mixed, Chinese,
Indian, etc.)

/ /
Age, .. - Years, , Months, ' 4 Day/. Occupation,.

Residence,

(Single, Married, W'idowed or
Divorced.)

Ward,

.

Place of Death, /3 (C3/.m3:.
.
fA) (.JIB./

(State year, month and day.)

Place of Birth,
//.. ^

// Date of Birth, }fl/b CD \ / &L. y/ '/fd £>

Name and Birthplace
| ^/lOdd/S:. ;

—
of Father, j

? 7/ ^ fif .

.

v
' yf

Maiden Name and
\ --nLoIPMAp.

C
p.2A 6jA>y2.

Birthplace of Mother, ) ,

Place of Interment, 3jI.dAAytNzAA.

TJ/ndertaher.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH

Name and Age )

of Deceased

,

j
•

Date and
) 333l/U.CDCf ' " f P? 6 & , /

Place of Death* ) /f >

f Chief cause,...sJ •

Disease -

( Contributing cause,

^ /Jo 190 t. ...

Age,
y^'r

y^brs-.

'/x
Duration J

\ ^
'

( Contributing cause,

j
Chief cause.

I certify that the above is true to the best of my knowledge and belief.

r A
>. M.D.

Name and Residence I

of Physician, )

* If an Institution, state how long nn inmate and previous residence.

ojZS^M



— —

—

I



ALL

NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH

FULL NAME

Place of Death* w ,y...w w ...v »< ,

Date of Death f.KWMMtj.. t^.O.U.rj.yx?. Age.

.2D..f*a$Za

^

juQ.oaJa sltfrcuL,

yiliw.As
l
..t.pL

Registered No.

.

years .

7
/ ft

.months L . x days

STATISTICAL DETAILS

*\vudU-

COLOR SINGLE, MARRIED,
WIDOWED, OR
DIVORCED

MAIDEN NAME t
i

HUSBAND’S NAME t

BIRTHPLACE +

NAME OF

OdurtvuL &zJbcf \U\4JL
BIRTHPLACE
OF FATHER t

A

"yUlAA^OCl! ^

1

I3f.
MAIDEN NAME
OF MOTHER

Clwvcca.
BIRTHPLACE
OF MOTHERt

Si
,
MM.

OCCUPATION

C&aJz
INFORMANT §

Z'ctu^ai
X 0 OttruC

PLACE OF BURIAL AtUMKSaSTL ||

iXn^XS^rjo i

DAt4 OF BURIAL

190..iff...

UNDERTAKER '

/^rwa.

ADDRESS

U

PHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during lasteased

illness, from ..0v°..|p4^ to...h^rj. -'.i. 190 I"

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows

:

Primary :
^

j

.iLuJia.hi.....'fUsJtj..i j.

1

< ,/^n\ I .’r.rT.vJ (duration;... ,(.DAY<

Contributory:

(Signed).

^ 190. L. (Address)

M.D.

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or How long at
Usual Residence Place of Death?. Days

Where was disease contracted,
if not at place of death?

Filed

.190..

Clerk

* City or town, street and number, if any. If death occurs away from USUAL RESI-

DENCE, give facts called for under “Special Information." If in a Hospital or

Institution, give its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country; also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery,





NAMES

TO

BE

IN

FULL

SEX, COLOR

-I

-I

<

COMMONWEALTH OF MASSACHUSETTS

FULL NAME

RETURN OF A DEATH
^ f / #

*

f s

*7r' / Ape

STATISTICAL DETAILS

SINGLE, MARRIED,
WIDOWED, OR
DIVORCED

MAIDEN NAM

HUSBAND’S NAME f

r

BIRTHPLACE*

OCCUPATION

INFORMANT §

PHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, from. . .

«

190 to .fhzrtj.&tf. ...190 .

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary:

Contributory

(duration) DATS

(DURATION)...r?TT DATS
<(f

(Signed) z..i M.D.

. . .
,-r^t. I90l^...(Address)

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or How lone at
Usual Residence Place orDeath?. Days

Where was disease contracted,

If not at place of death?

Filed

.190.

Clerk

* City or town, street and number. If any. If death occurs away from USUAL RESI-

DENCE, give facts called for under “Special Information.” If in a Hospital or

Institution, give Its NAME Instead of street and number,

t In case of married or divorced woman, or widow.

t State or country; also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery,





ALL

NAMES

TO

BE

IN

FULL

COMMONWEALTH 0£ MASSACHUSETTS

RETURN

FULL NAME

Place of Death *.

Date of Death ... Age years . .months . .days

STATISTICAE •RETAILS
. *

COLOR SINGLE, MARRIED,
WIDOWED, OR
DIVORCED

'V

\

MAIDEN NAMEt
-'s

PHYSilflAN’S CERTIFICATE

HUSBAND’S NAME t

HEREBY CERTIFY that I attended deceased during last

illiVss, 190 to 190
,

\ha^t to the best ©f my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

BIRTHPLACE 5

NAME OF,
FATHER

BIRTHPLACE
OF FATHERt

MAIDEN NAME
OF MOTHE

C*- l A.

(Signed) rrTT.j... M.D.

BIRTHPLACE
OF MOTHER +

OCCUPATION

INFORMANT §

PLACE OF BURIAL OR REMOVAL II DATE OF BURIAL

S^„c.L
ADDRESS

. (duration) DAYS

Contributory

:

J ration) DAYS

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents,

Former or How long at
Usual Residence Place of Death? Days

Where was disease contracted,
if not at place of death 7

Filed

.190.

Clerk

* City or town, street and number, if any. If death occurs away from USUAL RESI-,

DENCE, give facts called for under "Special Information,” If in a Hospital oi’

Institution, give its NAME Instead of street and number,

t In case of married or divorced woman, or widow.

X State or country; also city, town or county, If known,

§ Name and address of person giving statistical details.

II Name of cemetery.



i



COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH

FULL NAME...^5i£^^ Registered No..

Place of Death * ^.S>.

Date of Death A
s '

Age .years . ..months days

STATISTICAL, DETAILS PHYSICIAN’S CERTIFICATE

COLOR

MAIDEN NAMEt

ftWetrE, MARRIED, j
f\ />niTTT/crV'rtD

|
vn

DIVORCED

HUSBAND’S NAME t

I HEREBY CERTIFY that I attended deceased during last

illness, from 190 to 190 ,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

BIRTHPLACEt

NAME OF
FATHER

MAIDEN NAME » . a r .

OF MOTHER 0 /vX^5\)“

Of” MOTHER t ^
}

S

OCCUPATION /-\ . 1 ,

INFORMANT §

PLACE OF BURIAL OR REMOVAL II DATE OF BURIAL

190..fe>.

UNDERTAKER ADDRESS

d? A] 'fa -

X
Yr\/wX

.

XXj \J) vUM
n;..:.....T>..-A day*.(duration)

Contributory

:

(duration) DAYS

M.D.(Signed) ^...~

.(^.‘Ir' , 9„L. .Address) .

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or How long at
Usual Residence Place of Death? Day*

Where was disease contracted.
If not at place of death?

Filed

190
Clerk

•City or town, street and number, if any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information." If In a Hospital or

Institution, give its NAME instead of street and number,

t In case of married or divorced woman, or widow.

t State or country; also city, town or county. If known.

§ Name and address of person giving statistical details.

II Name of cemetery.



I



ALL

NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS

Death *

Residence

FULL NAMEV
Place of

RETURN OF A DEATH (CITY OR TOWN.)

Registered No

..days

STATISTICAL DETAILS

COLOR SINGLE, MARRIED,

MAIDEN NAMEt

HUSBAND’S NAME t

Bl RTH PLACE f

V V-

NAME OF
FATHER

1

BIRTHPLACE
FATH"‘

MAIDEN NAME
OF MOTHJLR

rZj j '

BIRTHPLACE
OF MOTHER + .

w,X^x vVW-
OCCUPATION

IN FORM A NT §

PLACE OF BURIAL OR REMOVAL II

UNDERTAKER t \^VV^^^DRESS

_W>

DATE OF VuRIAL

./'... 190 . .a..

w; W\

PHYSICIAN'S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

SJJness, fromVVlrtXArf..2_>£>Tr'.. l90.G toC^A^i^J^T~/. 190 l£>,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows

:

rv>Primary:

.(duration).< u ,

Contributory

:

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

How long at

Place of Death? years.. .months.. days

Where was disease contracted,
If not at place of death?

Filed

.190.

Clerk

‘City or town, street and number, if any, If death occurs away from USUAL RESI

DENCE, give facts called for under “Special Information." If In a Hospital or

Institution, give Its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country; also city, town or county, If known.

§^Name and address of person giving statistical details,

of cemetery.





[4-’04-37-LM.]

Permit No.
' M

RETURN OF DEATH.
(Ml

Date of Death,^/*-^^^ d^CZP...f
/
'....^f?. .

.

^

Name in full,

. or divorce

Sex,. *<-€^ Color, Condition,...^ff c^*- t̂-

^ ',»' ' (White, Black, Mixed, Chinese, (Single, Married, Widowed or^
Indian, etc.) Divorced.)

Age,..^f~ .̂. Years, 3 Months,. Days. Occupation, ——

Residence,.../N ~c—

Place of Death, ..

<

^2/'t

-4 *'- r

(If a married or divorced woman give maiden name, also name of husband.)

Place of Birth, RfS \,

Name and Birthplace )

of Father

,

j .

Maiden Name and i (fan- A^
Birthplace of Mother, )

Place of Interment, .&

,dV£ d?.<
Undertaker.

I certify that the above is true to the best of my knowledge and belief.

M.D.
Name and Residence )

of Physician, )

’If nn institution, state how long an Inmnte and previous residence





[3.’06-37-LM.J

Permit No.

RETURN OF DEATH.
BOSTON, MASS.

Name in

Bate of Death, /
L

JA C
^

in full,

(If married or divorced woman give maiden name, also name of husband.)

Sex, Akuxx

J

ji Color, A'JgiNtI Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

(State year, month and day.)

Age, Years, JJ) Months, f /
7
Bays. Occupation,

Residence,* iJAh. A A, Ward,

Place of Death,...

Place of Birth, -c Bate of Birth, t N
Name and Birthplace ) Ol

of Father, ) ^ n
Maiden Name and -U

/
l ^ tc<j

Birthplace of Mother, )
, p c/ n

Place of Interment, /]/...

% %. fC
Undertaker

.

Name and Age

of Deceased

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston, My 190Jf.

f

e

}
Age, Pp)

I hereby certify that I attended deceased from 190 ,
to

190 , that I last saw alive on the day of 190 ,

that died on the d.ay of 190 ,
about o’clock

A.M., or P.M., and that, to the best of my knowledge and belief, the cause of death

was as follows

:

Disease
|

Chief cause, 4

* n A

(
Contributing cause,

J
Chief Cause,

j Contributing cause,
Duration

•If an Institution, state how long an Inmate and previous rcsiden

7f£. (Szuj ... M. I).



W/



[4-’04-37-LM.]

Permit JVo..

RETURN OF DEATH.
BOSTON, MASS.

Name in full,

Date of DeaAh,....Nz.d

A-dfdrX ' f/vf ? -djer i •-

Sex,.

(If a married or divorced wpipan give maiden name, also name of husband.)

Color, Condition,Color, f/y CaS^NUC-.. Condition,
(White, Black, Mixed, Chinese,

Indian, etc.) —

x

2 Months. / Pans. Gemmation.

(Single, Married, Widowed or
Divorced.)

Age,.f^f) . Years, 7 Months,.../ ' Days. Occupation,

Residence,.j/.^ (o Y r //r^xn^No 7

Place of Death, ... 2.

NjirPlace of Birth, ....

(State year, month and day.)

Date of Birth,

<AName and Birthplace

of Father, j s- si
Maiden Name and

j (2 C
Birthplace of Mother, i _ ^ /"yy ^ j? -

^ \ V
Place of Interment,

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Name and Age )

of Deceased, j s>

Date and
Place of Death,* )

{

Chief cause,

(f
• *

Contributing cause, 'Cf^-~^ZiycPNPZZi*J2j

f Chief cause, / 0 ~fy<* ,

Duration <

( Contributing cause, rr

I certify that the above is true to the best of my knowledge and belief.

2h£.. ,C?< M.D.
Name and liesidence !

of Physician, i

* If an Institution, state how long an inmate nnd previous residence.



%



[3-’06 37-LM.]

Permit JVo.

RETURN OF DEATH.
MASS.

L .^ /3f
(If married op'uumrced woman give maiden name, also name of husband.)

Sex, Color, Condition, /,tW-
( White, Black, Mixed, Chinese,

Indian, etc.)

Age, Lf Years, Months, Pays. Occupation,

Residetice,* . AO , , , /c/^ <3r~~r. Ward,

Place of Death, ,.../£. ...P-PPW fa) C*.>v f

Place of Birth,...

Name and Birthplace

l ;• / s>
;

(State year, month and day.)

Date of Birth,..(2fuC f>ff.. .S..&..3.

/c
of Father, i

Maiden Name and />trvw <̂-

Birthplace of Mother, ) ^

Place of Interment,

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston , 190.

Name and Age
,

. . v , .

of Deceased. • -4#*, <^7 Vears -

I hereby cert

190 ,
that I last s

that

at^yAed deceased from 7'~'J 190 , to.

alive oufTne „ ~dfety—of^ :
^ 190 ,

....died on the .T^Trrrrrrt ddy~vf ,.\ P90 'fabdut. o’clock

A.M., or P.M., and that, to the best of my knowledge and belief, the cause of death

was as follows

:

Disease
(
Chief cause, ....

Contributing cause,

f Chief Cause,

Duration
( Contributing cause,

• If an institution, state how long an Inmate and previous residence.

oiS&^rsi il

4 fj IRaA^T.

M. D.



,r

v

?\

i



COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH -
Wint.hr.op.

{CITY OR TOWN.)

FULfc NAME Albert Registered No.

P

Dea

e

th°*

f

!
Siren, St, Win.t.hr.op. Mass. }. June 25"

Residence ...7/inclie.S.t.er N..H. Age 68 years 6. .months

I9o6

.2 days

STATISTICAE DETAILS

SEX COLOR smete, married,

Male ,
While, arv^ac^D’ Married,

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTHPLACE*

Nelson N.H. -

NAME OF
FATHER

Nathen Taft,

BIRTHPLACE
OF FATHER*

(unknown) N.H.

MAIDEN JlJlWE .

OF mother" V'

Achsie Hardy,

BIRTHPLACE
OF MOTHER*

(unknown) N.H.

OCCUPATION

Physician,

INFORMANT 5

A. A. Taft.

PLACE OF BURIAL OR REMOVAL II DATE OF BURIAL

Winchester N.H. June G.
190

UNDERTAKER

A.!. Eastman.

ADDRESS --j

£ S / tktiT

'vRoitoM (Mtjs

PHYSICIAN'S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during

illness, from Tr.f... I9C^ to li, 190 (k, v

that to the best of my knowledge and belief death occurred on tl/ejtff iL
/ r i On

date stated above, and that the CAUSE OF DEATH was as follows'!,p5k

n„: .jf'eAUAX/ (ihJlAM)
} ^

i-djJjCktuni
; «

Contributory

:

rfhCJ

(Signed)

luvu T-'b

(duration) DAYS

M.D.

190!^...(Address).

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents,

How long at

Place of Death 7 years months days

Where was disease contracted,
if not at place of death 7

Filed

.190.

Clerk

* City or town, street and number, if any, If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information,” If In a Hospital or

Institution, give Its NAME Instead of street and number,

t In case of married or divorced woman, or widow,

t State or country; also city, town or county. If known.

§ Name and address of person giving statistical details.

II Name of cemetery.
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AA^-

/4 £*jl ^ ^a^4l
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y
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Permit JVo.

[
4-’04-37-IjM.]

RETURN OF DEATH.
BOSTON, MASS.

Name in full

Bate of Death,

j£ r
'/frc£>

Sex,.

e. / «—
(If a married or divorce^roman give maiden name, also name of husband.)

Color, Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Mawred, Widowed or
jfvorced.)

Age,..?u Years, ,. y<C Months, .^CDays , Occupation,.

Residence,.
~ — So

Place of Death

Name and Birthplace

of Father, ,

Maiden Name and )

Birthplace of Mother, )

Place of Interment, S
Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston, yNf .f** CT.. 190

Name and Age
of Deceased

Date and
)

Place of Death,* j

Disease

,, ~ ^ 'V

j
f. Age,....£%- years.

Q *CtA~ t ' /3 £7̂ CLJZ^Stl/*-

<2> -J
j
Chief cause,...

( Contributing cause,

Duration j
Chief cause,

( Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

M.D.
Name and Residence I

of. Physician, J

*If an Institution, state how long an Inmate and previous residence



/o

/^k^<>
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y
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[3-’06-37-LM.]

Permit JYo.

RETURN OF DEATH,
BOSTON, MASS.

Bate of Death, t

Name in . <E

(If married or divorced woman give maiden name, also name of husband.)

Sex, Color, .Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)JiLiUlBli| ClC.y —

-y
U IV UlhCU.)

Age,. C> $ Years, Z Months
,

Bays. Occupation, jZddZZt. .

Residence,*^ ^ c>z^is- Z/'u . £

Place of DeathZ/ a ^A/A
(State ^Tar, month and day.)

Place of Birtli^2fd^ZZ^N Bate of Birth, cth?y', 3<2,.'/ ft
Name and Birthplace

)Bjl. fc •>»*• t PNi «. 4 — % f dB-

1

£ 'TxJh. Nr#-
of Father, Cs^n

Maiden Name and \^Nho4<r O

Undertaker.

o't
/' £_

hr

Birthplace of Mother, $7 /? / . ' y?
Place of Diterinenty<\jp\

ut <

Z^CfP cccjI

ZNO ANNS, t

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATS

Boston,̂ ,+rt.**.*- Xr.gf. 190 £ .
..

<UJ^ -w MLrrJzL'.. Age, J gyears

.

I hereby certify that I attended deceased *>r^ 190 C
, to

190 ,
that I last saw 'dZ^ri alive on the h-

^

, day of 190 £,

that. ....died on the >*..*. day of ^19oC, about o’clock

death

Name and Age
) y/

of Deceased, )

A.M., or P.M., and that, to the best Qf my kjunv

- „ d L< * ! <x_ NN
was as follows:

Chief cause, ^drr-r-

Bisease

and belief, the cause of

LycUl

J

(
Contributing causL;

Chief Cause, JL
Duration j

Cl

Contributing cause, / <9
*' • * ' f

• If an institution, state how long an Inmate and previous residence.

&e^ZZZ.. M. B.

.*4gSfe)Jl





[4-’04-37-IjM.]

Permit No.
* M

RETURN OF * DEATH.

Date of Death,....

Name in full,

flf a married orStivorced woma^give maiden name, alst^Mune i

fa. t..

of husband.

(Single, Married, Widowed or
Divorced.)

Sex,. Color, ...! Condition,

Age,._^.$.. Years, // Months, Days. Occupation,../ 1̂̂ ^

Residence,.

Place of Death,..//
(State year, month and day.)

Place of Birth, Date of Birth,

Name and Birthplace )

of Father, }

Maiden Name and )

Birthplace of Mother, )

Place of Interment,

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.
fC q jd-

—

Name and Age
of Deceased,

Date and
Place of Death,

{

Chief cam

Contributing cause,

x
i 190 £ .

years.

yvu^,, .

Duration j
Chief cause,

( Contributing cause, .. CM— N
^a_-A^v/

I certify that the above is true to the best of my knowledge and belief.

M.D.
Name and Iiesidence )

of Physician, )

k If an institution, state how long an inmate and previous residence

M



'»



Permit JVo.

(If a married ox-diyorced woman give maiden name, also name of husband.)

Sex,. Color, Condition,

.

(White, Blark, Mixed, Chinese,
Indian, etc.)’

(Single, Married, Widowed or
Divorced.)

dlge, ^ .. . Years,

.

gf. '-Months,
.

f^r-^Days. Occupation,.

Residence,

Place of Death,

Place of Birth,

Witdrd,

State year, montli and day.)

Name and Birthplace
)

of Father, )

Maiden Name and )

JUrthplace of Mother, )

Place of Interment,

y

f/llate of BirthjJfffpji CAJIaA % ^ c ^

rit/\C.. . . .srff.d.. .iPDP...

ertaher.

PHYSICIAN’S CERTIFICATE OF THE-QAUSE OF DEATH.

CliilJ f ^ 190JL
years. —

,
-

-I'll /th
t

Name and Age ) yf . / y 4—y 44
of Deceased }

- ' ^ 4 .Age,

Date and
)

Place of Death,* )

Disease j
Chief ca

Contributing cause,

Duration
f Chief cause,

7
*

fi~n -

( Contributing cause,

I certif/j that the above is true to the best of my knowledge and belief.

M.D.
Name and Jtesidence t

of Physician, )

* If nn Institution, state how long an Inmate and previous re





[3-'06 37- LSI.]

Permit JV'o.

RETURN OF DEATH.
BOSTON, MASS.

Sex,

Age,63... Years,

Name in full,

JfifL
(If marrietjfqy'divorcefj/yoman give maiden name, also name of busbar

Color, Condition,
(White, Black, Mixed, Chinese, (dingle, Mai 1 1L‘U, Widowed-*

Indian, etc.) . Di* »gB g d4

Month Bays, Dycupation,

• 3 £zffc Pu^~ Ward.residence

,

Place of Death>
3

(State year, month and day.)

Place of Birth, ^ ' H^Date of Birth,

Name and Birthplace

of Father,

Maiden Name and
Birthplace of Mother, c4N
Place of Interment

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston 7 190A
years.

I hereby certify that I attended deceased from 190 J, to.

CfneTeLt \ CUNOD. MI^JL Aie. AA

190 (o, that I last saw '%4-rOT'. alive on the ...day of.^f^^ 190 (o

that died on the day of 190 (o, about.. ^ o’clock

U q /)

A.M., or 1~M., and that, to the best of my knowledge and belief, the cause of. r a r' death

was as follows: sp

j
Chief cause,

|
Contributing cause,

J
Chief Cause,

Disease

LAjul—.

Duration
Contributing cause,

•If an Institution, state how long an Inmate and previous residence.

M.D.





[ll-’OS-ST-T.M.]

„ permit JVo.

d

(If a married or divorced woman give maiden name, also name of husband.)

Sex,
L

/'!' ( t S£ C Color, Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age, . Years, \5 Months, J/Days. Occupation,

Residence, _
D (ftfcdAIlDDc dd) (/If? Ward,

Place of Death,

Place of Birth,

Name and Birthplace
I

of Father,

Maiden Name and I {Qp
Birthplace of Mother, )

* (StatfS year, month and day.)

<?... Date of Birth, D/tf/Ayd? "/ ( ^

D

Place of Interment,

U-* 'ft/ //

C/I:

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

/ ,

' P>f#lmt,
. ,, XDanrUms

Name and Age I —f- '
, /1a /-/,

of Decease! i- ^

- ~~ 190 6 .

Age, % years.xp^ Jiff
1

Date and i (I r CjL~
Place of Death,* ) ^

( Ch ief cause, ^ P/SUs /

:p ' /***
i S c /

L^T^-
,

Disease

Jin

( Contributing cause,

|
Chief cause,

ration <

I
Contributing cause.

I certify that the above is true to the best of my knowledge and' belief.

ff^<A^y/^rz //D-? M.D.
Name and llesidence I

of Physician, )

* If an institution, state how long an Inmate and previous residence





[4’04-37-IjM.]

Name in full,

' *Permit No..

RETURN OF DEATH.
BOSTON, MA

t
SS.

Bate of Death,

.
/(’ s.

(If a married or djjMrced womgjigive maiden name, also name of husbam

Color,
(Single, Married, Widowed or

Divorced.)

Sex, RYMP _ Color, }ff/ ^ Condition,
(White, Black, Mixed, Chinese,

. ' Indian, etc.)

Age,.s$~O Years,. J Months, // Days. Occupation, CDP

Residence,.... yd'
.. Ward,

Place of Death, f<

^ |
(State year, month and day.)

Place of Birth, Date of Birth, ^ 7

Name and Birthplace

of Father, ,

Maiden Name and )^
Birthplace of Mother, J

Place of Interment, yddr

JJndertaher.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

I certify that the above is true to the best of my hnowledge and belief.

Name and Besidence
) (VfoJ

of Physician, J

'If an Institution, state how long an inmate and previous residence.

M.D.



>-

*



/ /M.
COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH

q/!Tzc£j£ Registered No.

Date of
-Some ro i I If Death

, ^
if 190 {

$ ^

:

Age '

/ years monthsAi days
( Town or City and State)

D
u.

u
CO

O
h

in
LJ

<
z

SEX

STATISTICAL DETAILS

sjnglEt—fttA-frerro,COLOR
, . j--

I WIDOWED
h/^cUs /v^X^

i

-&weR6e}
L . Iff /m f wr*n fill /hi tl i imiYUltl

WIDOWED, OR
f

|

MAIDEN NAME If a married or di forced woman, nr widow

HUSBAND'S
FULL NAME ~^Lrr4Y

/Dr r .L . . / ir.. LTjLTmTi Hl/rtA A.i/ 1. /a I IMI /I I • />.

BIRTHPLACE Oive stme or country ; also city, town, or county, if known

NAM
FAT"""XL
BIRTHPLACE ive dote, or country : a!if> city, town, or county

, if known
or MTHEB

MAIDEN NAME
OF MOTHER

BIRTHPLACE *’ " v> oitjfoHid ry ; also rdy. loun, or county, if known
0f M0THER /l^T/Zr
OCCUPATION . / /

INFORMANT •$' Awm fflvtnff .///MUh i/s

NAME

ADDRESS

/^ nri'-i/tt Ltisdsi-J A><s*y >
(So.) (Street/ (Town or City)

PLACE OF BURIAL OR REMOVAL

//t ^2
(Cemerpry

)

Cc.
( Town or City, and .yfo/e )

DATE OF BURIAL

u-T * / 3 19

/

UNDERTAKERS
NAME

/''CrU t/t'CsC' J /'f/
ADORESS ^ ^

. ji / <£ t / r <
(No.) (Sired) " f Town or City)

PHYSICIAN’S CERTIFICATE

I HEREBY QERTIFY that I attended deceased during last

illness, from ^ 190 £ to yff 190 <*•,

that to thOrest or my knowledge and t>elief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows :

(If a soldier or sailor who served in the war ot the rebellion both the primary and

contributory causes of death must be given.)

IPrimary

:

TVirrf <... ( DURATION )

Contributory :

(Signed) C

'r=
f~t ^

(Address)
(No.)

/-?/
(Sirret) (Town or City)

SPECIAL INFORMATION only for Hospitals, Institutions, Transients, or

Recent Residents.

Previous Residence

How long at

Place of Death ? Years, Months, Days.

Where was disease contracted,

if not at place of death?

Received

190
Agent of Board of Health, appointed to issue burial permits

Filed

190
City Clerk





FULL NAME

Place of Death
|

and Residence 5

Date of Death

COMMONWEALTH OF MASSACHUSETTS.
CITY OF

RETURN OF A DEATH-1906. BOSTON.
Caroline. .llO.r.ri.S. Registered No. 601.2

Boston Ma.y.s. . . .0.an.. .H o. .sp.lt.a1

July 11 906. Age ?1 .years months days.

STATISTICAL DETAILS. PHYSICIAN’S CERTIFICATE.

SEX COLOR SINGLE, MARRIED, WID., DIV.

F Blic M
1 HEREBY CERTIFY that 1 attended deceased during last illness,

from 1906, to 1906

Maiden Name lie.il

Husband's Name FlSDlXTl^ h../©..'-77.C

that to the best of my knowledge and belief death occurred on the

-date stated above, and that the CAUSE OF DEATH was as follows:

OftX.

r Typhoid Fever 5 weeks
ft

R i rt h p 1 ace .W.i.liil .- .1 Xk& . ^ .0.0. . . »M .1 Jwj&. t

(DuratWh^V

11n 1

\ cowo

Sr°! ------Hell W A"7™ - "y
TA.O. 9// /

o
B
;'V

h

.
P
,he“ Unknown !'

Maiden Name H
of Mother

Contributory
:

\

Oedema of Lungs
(Duration) \

6 hrs

Birthplace ti

of Mother (Signed) Royal Hatch ^ q

JUli. 12
, 906

Informant

SPECIAL INFORMATION from Hospitals, Institutions, Transients, or Rocont

Residents.

rj

a

re

e

m°ovai

rial Mt Hope Boston Mass usual
jrescent Av Winthrop

Undertaker I. Banks
A true copy. - /7

/--otr/yi
Registrar.





„ Permit No.

RETURN OF DEATH.
BOSTON,

-

2**^

/ i / ? c/

(White, Black, Mixed, Chinese,
Indian, etc.)

Age,7/^, Years,....^ Months, ...^N Days. Occupation.

Residence,.-JL

Place of Death, £ S<

Place of Birth,...yu^iff/ycf Date of

; ori, .

(Single, Married, Widowed or
Divorced.) .

Name and Birthplace
)

of Father, j

Maiden Name and
]

Birthplace of Mother, i

Place of Interment

(State year, month and day.)

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Name and Age
\ < y^

of Deceased, j
S/I

Date and )

Place of Death,* )

Disease j
Chief cause,

( Contributing cause,

l)uration j
Chief cause, d..

i Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

Name and Besidence )

of Physician, i

“If an Institution, state how long an Inmate and previous residence

M.D.



-—

1

f\

J
P

'n)



J4’04-37-LM.]

Permit No..

RETURN OF DEATH.
BOSTON,-" MASS.

Name in full,

Date of Iteatl/L/^A/: //, . //..AA

n/iMaial/

...
r/w

(If a married or divorced woman give maiden name, also Dame of husband.)

Bex, Color, Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age,. Z 7 Years, fA Months, ..NY Days. Occupation, ....>

Residence, ^ Ward,

Place of Death, r sa-aA ' 6^
(State year, month and day.)

Place of Birth, Date of Birth, Y.A.. •.. /AA C

Name and Birthplace )

=
' ^of Father, ) /?

Maiden Name and
j

, ^ /f
Birthplace of Mother, i s ^
Place of Interment, 6?^

•t »

CfJAAdA.JNt'.S
Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boot’on, ^ LAPD..A /.D^....'.'.. 190.7=,.

Bate and )

Place of Death,* j

Of Deceased', J
^ rJUfUA-. K Age,..'// years.

Name and Age
) (f~~Xj n / >

r

r>-F T)p.r.p.n.sp.r

i

I

1 IaJaU.. ./a-. A.A.

JA. ". J.fj.. ° (=>. <C.^)(ft/iyt-PuM-A QaIuML QV
k

n?

j
Chief cause, !/...

QMa>

Disease

( ContributUig cause,

Duration j
Chief cause,

( Contributing cause,

-*-**-** -t‘ q

d/-o-*L—Wf ^

I certify that the above is true to the best of my knowledge and belief.

M.D.





COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH

FULL NAME
Place of

Death ?}•

Residence .. .V.T.

Regis :ejed No

A A Date of )

Death \ •

Age ...years. .[ v

STATISTICAL DETAILS

SEfc COLOR SINGLE— -WfcAfiSlEOT7
WIDOWED,
DIVORCED-

MAIDEN NAMEt

HUSBAND’S NAMEt A •

BIRTHPLACE t

^^(Zstsyrii. ms
nameLof
FATHER

-k- J
BIRTHPtTACE
OF FATHER

t

^ ?}/. f.
MAIDEN NAME
OF MOTHER

BIRTHPLACE
OF MOTHERt

OCCUPATION

U) 79^1

INFORMANT §

/lace of burial OR REMOVALU/ /
DATE OF BURIAL

190

UNDERTAKER f ADDRESS

riirsici ix’s certificate

I HEREBY CERTIFY that I attended deceased during last

illness, from 190 to 190
,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary

:

above, and that th

CK *[ ol^l

7V\CM

.(duration) DAYS

, (duration) days

M.D.

IJ19 O.C2 . (Address)

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

How long at

Place of Death? years months days

Where was disease contracted,
if not at place of death?

Filed

.190.

Clerk

•City or town, street and number, If any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information." If In a Hospital or

Institution, give Its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country
|
also city, town or county, If known,

§ Name and address of person giving statistical details.

II Name of cemetery.



/yj



4-’04-37 LM.]

Thermit JVo.

RETURN OF DEATH.
BOSTON, MASS.

(White, Black, Mixed, Chinese,
Indian, etc.)

(Single, Married, Widowed or
Divorced.)

...y^ IfCUrS,., // .Months, .
Days. Occupation, .Nff.

Residence,. Vo Ward,

Place of Death, / £r P^/vTAa.fj/cg.

Place of Birth, J h i t> /

O

Date of Birth, ^/'/A '// "A

Birthplace
| Q Qj'.,. MOs.

ither, j , / cr^n L PA

(State year, month and day.)

Name and
of Father, . ^ ^ _

Maiden Name and
j v

Birthplace of Mother, J

Place of Interment,

.

PHYSICIAN’S CERT4TIQATE OF THE CAUSE OF DEATH

cf 190 £

!• 4otAz) Age,..../ yearj./P~ g),^
—/fh

of Deceased, j

Date and )

Place of Death,* )

Disease j
Chief cause,

Duration

( Contributing cause,

Chief cause,

{ Contributing cause,

i r\ »7 j

I certify that the above is true to the best of my knowledge and belief.

M.D.
Name and Residence )

of Physician, )

’ 1 f »n Institution, state how long nn Inmate and previous residence.





[3-’06-37-LM.]

Age, y. .. Years, Months, I—- Bays. Occupation,

Ward,.Residence,

Place of Death,
(State year, month and day.)

Place of Birth, Bate of Birth,

Name and Birthplace

j

JS

Birthplace of

Place of Interment,

of Father, )
' J Sfz ^J / /

Maiden Name and ) z/Z zf*£?yf &r Z -Z^zMy/ igfzfgf £ /
'irthplace of Mother, )

y S
yy&ttp gfAc/;?a* £zS

ITnAPAnP.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston
, (&AAM5f 190 b

frigBfi yn^l/Lr f fF AgeJ—ffears.

/
^.190 L , to.

of Deceased,

I hereby certify that I attended deceased from

190&, that I last saw alive on the ^ * day of r'^-- 190 4

that died on the day of 190 b, about ^/i'jA.o’Vclock

A.M., or and that, to the best of my knowledge and belief, the cause of.-A'D-z death

was as follows

:

|

Chief cause,

Disease
Contributing cause,

M. B.



Y
S V



[4.’0437-I,M.]

Permit JVo..
* *

RETURN OF DEATH.

Sex,. 7 ’’/LaJLz

(If a married or divorced woman give maiden name, also name of husband.)
r

Color,.
(White, Black, Mixed, Chinese,

Indian, etc.)

Condition,
(Single; Married, Widowed or

Divorced.)

Age,..A/~ . Years, Months, Bays. Occupation,.

Residence, Ward,

Place of Death, ffi^Tp/sPisf* ff-

(State year, month and day.)

Place of Birth,

Name and Birthplace
| ( \

of Father,
) ,

Maiden Name and )

Birthplace of Mother, )

Place of Interment,

Date of Birth, /{//JfD/gCs'' ,

TJndertalcer.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH,

Name and Age
of Deceased

Date and

CJa/AA (s? 190<£?.. v

.Age,..../
7

years.

flaoe of Death,*
}

/o.A. £/ At,

( Chief cause,...

!P JDisease

( Contributing cause,

Duration j
Chief cause,

I
Contributing cause,

.
•

I certify that the above is true to the best of my knowledge and belief. ^

Name and Residence >

of Physician, )

•If an institution, state how long an inmate and previous residence.



<^s *



[ll-’02-37-LM.J

Name in full,

Permit No.

RETURN OF DEATH.
BOSTON, MASS.

K j, Bate of hecith, / 7 /./<0 (p

tsi W N/ ??

Sex, Color, >.. Condition, w^'?<z df
, (White, Black, Mixed, Chinese, ' (Single, Married^ Wi<:

'<*/ / '*
r.

..... ... >

Indian, etc.) Divorced.)
idowed or

Age, / Years, 7 Months, J Days. Occupation,

Residence, Ward,

Place of Death0£*S ^ %*j//**s s//y£ fNst^g
_ (State year, month and day.)

Place of Birth/T/^ff Date of Birth, 3 *7 Sfa.SN
Tn J%l 7ff k/t/Ns (3L*r

yj 7m<n„
Birthplace of Mother, ) ^ . — '

"

Place of Interment, Cs^rx*. ^3 pR sl
_

CAPjf C/^s N°A^~P'r A-'£**Undertaker.

Name and Birthplace
)

of Father, )

Maiden Name and )

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Name and Age ]/7t /f^?c 7^
Boston ...^7 7

7>C
190

of Deceased, f ’

;
- f^ Age,/ years.

Date and <//p Ns // sPr 3 6 /f oN
Place of Death,* '

• *

(Chief cause,

Disease -

( Contributing cause,

Duration j

Chief cause,

(
Contributing cause,

/ certify that the above is true to the best of my knowledge and belief.

c-c^ M.D.
Name and Residence I

of Physician, f

’ I f an Inntltution, Htat«* how long an Inmate nn<l previous reahlonce.

<^“4.7y*> 2

1





[4-’04 37-DM.]

Permit JVo..

(If a married or divorced woman give maiden name, also name of husband.)

Color, Condition,ition. Of
(White, Black, Mixed, Chinese, (Single, Married, Widowed or

Indian, etc.) Divorced.)

Age,.../ o Years, // Months,'/y/jlays. ' Occupation,

Ptesidence, C /Tfff:^.A.Ti. ° Ward,

Place of Death,
: T /A A.. Of}.yyi

Place of Birth, iff./if.J. C/:.Ad<i2AXl. C f/Date of Birth,

(State year, month and day.)

Marne and Birthplace
j

SJ CJsOaMwMsV’ ^dcid-.fPyU:. ...err'
~C JO S-* -i- 7. /tw 1 ^ "" / ,

'

ftf/lOMAs... ^^ W ^/l). Q^>
o/ Father,

Maiden Xante and
Birthplace of Mother, , ,

^ . M />

Place of Interment, Tf Coo/zfZTf'y. At 5 Tax C&ma/ — /Tex iT/zaA/-> V fcCotoo

V fA IX/U•/ '{;///_/)

Tndertaher.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

^z....O'/rio(^/ /4 . 1 9op ...

//Lit
Xante and Age
of Deceased

,

Date
Place of

{
Chief cause,..

t!0 J

( Contributing cattse,

.

- Age,. years.

and
\ /S7

'

O

(/ Qf/z/T^/o .0lC£iT
Death,*]' TO, /

#
(

( Chief cause, PPPPPfCAfLC'. tA/fO

39A*

Disease

Du
( Chief cause,

ration <

( Contributing cause,

.fOlyChrfFrA^/.C siA

I certify that the above is true to the best of my knowledge and belief.

Xante and Iiesidence )

of Physician, 3

•If an institution, state how long an inmate and previous residence.

M.D.





[3’06 37-LM.]

Permit J\ro.

RETURN OF DEATH.
BOSTON, MASS.

Date of Death'

_ _ m _Name in fall, UfaM
, ,

/

(If married or divorced woman give maiden name, also name of husband.)

Sex, . . Color,

Age, (f) Years, /

Residence, *<

Place of Death

Place of Bir

Month*,..a

Zi>H

(White, Black, Mixed, Chinese,
Indian, etc.)

Condition,
(Single, Married, Widowed or

Divorced.)

Occupation,

Ward,

Xante and Birthplace

of Father,

Uff Us
s-f rf (State year, month and day.) .

irth, Date of Birthy^Nhff^ Sjf/fy

Maiden Xante and
[

^
Birthplace of Mother

Place of Interment%t,

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.
// uu ^

Boston,..N^U- <U3---x--U2.'..U.. , 190 ,_r..

*:r»::LT : % 62~- years.

I hereby certify that I attended deceased front 'UWf V .190 k
, to .S-f. JJ

/ c CT/

190ic, that I last saw UrJi/X^ alive on the ... Cj.. day of. UUU.^.fj. , 190 U

.........s.’lSSpQU. 190^ , about Ur o’clockthat /.NtN. died on the LU. day of

A.M., or P.M., and that, to the best of my knowledge and belief, the cause of. death

was as follows :

Disease 1
Chief cause,

.

|
Contributing cause,

^ VA/1"X''v \<

f Chief Cause, ^UUfSfL...:....

Duration #
I Contributing cause, ..Q.

•If an institution, state how long an inmate and previous residence.

M. D.



.

'
.

.

x
"

*



[4-’04 37-LM.]

Permit No..

RETURN OF DEATH.
f&N, MASS.

ryiXl

yp Date of Death, ...a

Name in full, , LlJ-frDD
i.Al'ygo (c

(If a married or divorced woman give maiden name, also name of husband.)

Sex,.. Color, C2 Condition^.^^.Lf^JpylA.ID
(White, Black, Mixed, Chinese, (Single, Married, Widowed or

Indian, etc.)

Age,.‘^'^Years,. Ip Months, ...fN- Days. Occupation,

Divorced.)

Residence,

Place of Death,

Place of Birth,

Pf/ardr~-r

(State year, month and day.)

Name and Birthplace

of Father,

Maiden Name and
Birthplace of Mother,

Place of Interment,

y AblPDN
AfU... yiAyffAD Date of Birth,

1 lZ~^ OaID/n P’.D 2kUZPtAJN

f/c-fn /> Cfn uMa- t/ —-JdikPbiNa. 7?/**

*^ '

Undertaker

.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

fo £ cl ^ 190.

of Deceased

Date and
Place of Death,* )

Name and Age ^ Age,M^years. 4

&/"/Cfjle —y, /8l£4&*vf$hu/..

\ Contributing cause, ’"UsyuJ. ^

|
Chief cause,

Duration \
0 ^

f Chief cause, ^
Disease <

I Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

OfName and Itesidence i

of Physician, )

•If an Institution, state how long an Inmate and previous residence.

M.D.



V



COMMONWEALTH OF MASSACHUSETTS.
CITY OF

RETURN OF A DEATH-1906. BOSTON.
FULL NAME Mary S. Smith Registered No.

Place of Death
( Boston Bootlibv Hospt . Winthrop ,Locust St.

and Residence
)

Date of Death 1906. Age A.?'. years months days.

STATISTICAL DETAILS. PHYSICIAN'S CERTIFICATE.

SEX COLOR SINGLE, MARRIED, WID., DIV.

F W M
1 HEREBY CERTIFY that 1 attended deceased during last illness,

Maiden Name B.PQWXA .. 0̂̂ ,

Husband's Name....Mi^

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

'TPrympN Shock 24 hrs .

Birthplace
England

.. .. l-fej

(DurabSjw'jA

^ ml

\ 'rON

c,
a
.T!,

of John Brown VnW!
JTA4X Ml ]
30 . jS/./
*.*£&/..

oTfSh”* England
M

.

Contributory:! Operation for Fibroid

Unknown

(Duration)
)

Uterus 2 days

England
(Signed) J »Lane ^ q

Occupation .N.Q£1.0. .....Al^S * 1906

Informant

SPECIAL INFORMATION from Hospitals, Institutions, Transients, or Recent

Residents.

Forest Hills

Undertaker M...Barry

Usual Residence.. **WinthPPP **

Filed AUg. 25 .1906

Registrar.





ALL

NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS

STATISTICAL DETAILS

SEX COLOR SINGLE, MARRIED,

<1 CL-UL r

MAIDEN NAME. '

/fa^
HUSBAND'S NAME.

Bl RTHPLACE f

/3P-ZlA cy-'yx.

NAME OF

M -Dt-jhifay CiA
BIRTHPLACE
OF FATHER t

MAIDEN NAME
OF MOTHER

BIRTHPLACE
OF MOTHER %

OCCUPATION

INFORMANT §

ot
PLACE OF BURIAL OR REMOVAL II

UNDERTAKER

J x( O'f'ZL^l'W OU74

DATE OF BURIAL

iWto^ulM
J

THTSICIAX’S CERTIFICATE

I HEREBY CERTIFY that I attendecl deceased during last

illness, from .

'YyV/C 190 fa.

.

tO . .

.

s.'-sC^/r

.

.190 c?

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEAT H was as follows:

r
:Primary

:

(duration) /. DAY8

(Signed).rJA,.Ud^..ls£ ik***^..M*
«L,,. JL? ...fc.... , A? l' \SL

Z- ^
SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

Former or How long at
Usual Residence Place of Death 7. Days

Where was disease contracted,
if not at place of death?

Filed

.190.

Clerk

‘City or town, street and number, if any. If death occurs away from USUAL RESI

DENCE, give facts called for under "Special Information." If In a Hospital or

^ Institution, give Its NAME instead of street and number.

In case of married or divorced woman, or widow.

t State or country; also city, town or county, If known.

§ Name and address of person giving statistical details.

II Name of cemetery.





Form C.

(Kommoitixolt^ of IJlassax^itsette,

No.

RETURN OF A DEATH.
To the Clerk of the City or Town in which the death occurred.

(FILL OUT WITH INK. ALL NAMES TO BE IN FULL.)

Date of Death,1
,

UJJSbAsA -2/' ,r~ 190

Full Name of Deceased/^ otuJzj OL>,^ AAA.
If a married or divorced

woman or a widow give also

1 Maiden Name,

J?Sex, TT

Months, ^ J)ays. Occupation,
^

Cfctsusr

J Name of Husband,.^

Color, Married, Widowed or Divorced
,

Age, ears,

* Residence {Kute ,

Place of Death, 9^7/ ^/xr^Ql/aTf l/J'L'L* yMsCwi-

Place of Birth, / t
^ —

Q^c^i

Name and Birthplace of Father,

Maiden Name and Birthplace of Mother,

Place of Burial (Give name of Cemetery) 1 ^C'nstjkdy/’ 0».

“
.-r
y.— - — Signature and

. *7 place of business -l / . c~> / /
190 ^ of Undertaker.

£__

<£N'

Dated at ....

on ....

PHYSICIAN’S CERTIFICATE.
Name and Age of Deceased,! Avzfr,

ryj. c iji A
Place and Date of Death, died at

^D.

2dL 190 6
T . ~

(
Primary, _..^rrr^\<r?rr?Of(V! t Duration,

Disease or Cause
)

J
,

,

of Death,f
|

Immediate, ,
Duration,

<bUru4 t
)

I certify that the above is true to the best of my knowledge and belief.

CVJV^h
Signature and Residence

‘

of

Certifying Physician. .

A.

M. D.

tyrWA/fl / h

Date of Certificate, ~^L ^
. 1 90 i>

• Give aliio street and number, if any.
f Give sex of Infant not named. If still-born, so state,

t If a Soldier or Sailor In the War of the Rebellion, give both Primary and Immediate Cause.

Countersign and transmit to the clerk of the city or toum.

Agent of Board of Health.





[3-’06-37-LM.]

RETU
Permit No.

eatH.

Sex,

Date of Death, ^

Name in fuller

(If married or divorced woman give maiden name, also name of husban^.)

Color, Condition,
(White, Black, Mixed, Chinese, (Single, Married, Widowed or

y-x Indian, etc.) Divorced.)

Age, .../#£> Years, O' ..Months, \0 .Days. Occupation,

Residence,*

Place of Death, '.'. '? ‘I. '5. *
. , 7 rv t^tate year, month and day.)

Place of Date of Birth.y^Yf O® ^>

Name and Birthplace ) Sz± 7^
of Father, ) * j

Maiden Name and ) _’ / CfNhN
Birthplace of Mother, ) Y/f ' /
Place of Interment, ' //f sO/c f ^

>

NIn* . fxf cjN^f
Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston ,... qcjJJ:-.3 190 k

"TnYlT I UwvU H )GfU(AX.a
J

V 1

I hereby certify that I attended deceased from.....yj$**A&^\ <0...1 9()\o , to .

19o(p that I last saw ...gi^LA. alive on the V... day of....& 190 C?

died on the day of 190^, about S .o’cthat ied onthe ( day of 190P, about 9. ..o’clock

or P.M., and that, to the best of my knowledge and belief, the cause of death

was as follows
:

jh n § ^ /

T Chief cause, Oi^C^-A- J=1C^t 9—

Disease \ J
<

{
Contributing cause, U T

M.D.



—

c*

N
1

o\



[3’06-37-LM.]

Permit JVo.

RETURN OF DEATH.
/BOSTON, MASS.

Z/Z<?6
Name in fall,

(If married or divorced woman give maiden name, also name of husband.)

Sex, /?/.. Color, ConditionfN//...
(White, Black, Mixed, Chinese,

Indian, etc.)

Age, ... / Years, - ^ Months. //\ Days. Occupation, ’

(Single, Married, Widowed or
Divorced.)

Residence;.// Ward,.

Place of Death,

Place of Birth, /./L Date of Bir.

Name and Birthplace ) /

(State year, mouth and day.)

Birthplace of Mother

Place of Interment,..:

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

_ /
Boston

,
^.;Yr....N.'..:.. /.. 190../.

} Age, /yfgyears.

I hereby certify that I attended deceased from . ... . ..190£ , to../^ji^^/^f/

190 that I last saw J/siSMei . alive on the . <£2 . ay of. sue- 19o6

that ^jg^...died on the day of £-C 190^, about /f) o’clock

Name and Age

of Deceased,

A.M., or BrM., and that, to the best of my knowledge and belief, the cause of <Lc.cS?. death

was as follows: ?
• A • // /

( Chief cause, \NLs

/

//AsL/vX *^AeO/ /L&s CA.f*

Ihsease \
Contributing cause,

f Chief Cause,

Duration
Contributing cause,

•If an Institution, state how long an Inmate and previous residence.

.
'A M. D.





£4-’04-3T-LM.]

Permit JVo.

RETURN OF DEATH.
6 BOSTON, MASS.

Name in full, ..

Date pf^Death,

Cu,

Sex,

4DtN,eij
(If a married or divorced wo

Color, Condition,

(If a married or divorced woman give maiden name, also name of husband.)

(White, Black, Mixed, Chinese,
Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age,. O O Years, p-~ Months, c^--~Days. Occupation,

Residence, Ward,

Place of Death, J3 $ (BJttD Q’Cm s , /a
(State year, month and day.)

Place of Birth, Date of Birth, CACOZA' <P

Name and Birthplace
1 JAtfiA W 'yyU - Ad,

of Father, )

Maiden Name and ')

Birthplace of Mother, )

Place of JjitermetitpAyc .
sTA/IAP

CAvi-

S> ^nrMAyyi4̂ v^>

ertalcer.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.
U)^

Place of Death,* J

f Chief cause,

IklSotfJf ^xfaP-. A >. 190..t*.

*7De7eLT }
a% Ai*jr.* years.

Date and
)

/
/ifriiA. cl z /

<2*u£L
( Contributing cause,

Duration j
Chief cause,

i Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

Name and Residence i

of Physician, )
M.D.

* If an Institution, state how long an Inmate and previous resilience.





[3’06-37-LM.]

Permit No.

RETURI^ OF DEATH.
tops*, mass. 7

//f
Date of Death,

Name in full, ZfL^.

(If married or divorced woman give maiden name, also name of husbancj

Condition,

.

(White, Black, Mixed, Chinese, (Single, Mailed, Widowed or
Indian, etc.) Divorced.)

sbandr)^

o/
Sex, / Color,

Age, $ Years, Zf Months, Days. Occupation, C

Residence, * ./f.Q * / ** A. ^ ; ^ ‘ ^
‘

/d*J 'ard/f^^. f•

Place of Death, ^

Place of Birth,... *M)ate of
rBirth]

Name and Birthplace ) ^ f

(State year, month and day.)

0/ Father,

Maiden Name and
Birthplace of Mother

™ J°oNNL
Place of Interment,. a/ , r

,}

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston , C ..», 190 (0 .

r;l::LT } H&x.^ ^ r :#«™.

I hereby certify that I attended deceased from 190 , to. Cf
,

190 ip, that I last saw ff-...U. alive on the <5. of...CJft.r^.. t .

cZa-z/ 0/ 19olp, about

A.M., or P.M., and that, to the best of my knowledge and belief, the cause of. death

was as follows : * ^ v. . ^

V

$ /U. diet? on the

190(p

o’clock

,.c...( Chief cause,

Disease C ^ ' v

(
Contributing cause, Df /

f Chief Cause,

Duration ,

Contributing cause

D-OCSL £ ,

I
* If an institution, state how long an Inmate and previous residence.

,....: *
ff.





[4-’04-37-I,M.]

/X
{ / ' N ' Permit No..

RETURN OF DEATH.
1"

W

1aWWESfe.

Name in full,.

Sex,....

Date of Death,.... <£k /
c. i <C , /(''tBrA../-/' /

(If a married oj^divorced woman give maiden name, also name of husband.)

Color, Condition
,~

(White, Black, Mixed, Chinese, (Single, Married, Widowed or
Indian, etc.) Divorced.)

_ - (State year, month and day.)

h2/** . C(P <&TrcP'-N ^N%-rDate of Birth, ft ^ X' ^C~/9o Q=i

Age,...y^ ...years, \3. Monthsr,....X Days. Occupation,

Residence, X ^ Ward,

Place of Death,

Place of Birth, ..i/$dAs * <Ai CLN%rDate of Birth,

//, 7 _

Place of Interment, J/'cs i? cN* Xc

mRS ' CN /Wr
Undertaker.

Name and Birthplace
j

—
XC

o/ Father, j

Maiden Name and
)

y/’f

Birthplace of Mother, J

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

OAU... l.2rr. 1904

foD^seT } ~ff' /‘-'l Cl Age,...2. years.

Date and ) \f

Place of Death* j I
-j

J
Chief cause, —

*

Disease

( Contributing cause,

Chief cause,
.

Duration j
Chi

( Contributing cause, ^

I certify that the above is true to the best of my knowledge and belief.

c)ffName and llesidence )

of Physician, )

‘If nn Institution, state how long an Inmate and previous residence.

M.D.



V

(S''

*

J. ,,



[ll-’0-2-37-LM.]

Permit JV'o.

Hetx^,

.

(If a married or divorced woman (rive maiden name, also name of husband.)

Color, Condition,
(White, Brack, Mixed, Chinese,

indiaD, etc.)

(Single, Married, Widowed or
Divorced.)

Age,/.

Residence,

Place of Death

Place of Birth,

•s, h Months, ./£*. Days . Occupation,

Name and Birthplace
|

of Father, j

Maiden Name and, I

Birthplace of Mother, )

Place of Interment,

Wai'd,

(State vear, m£nth and day.) S

Date of Birth,

(zyvr

f/ Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

OfA // 190 y?.

X(l

<ff Begetstci }
^/ICZ Age, 7/ears.6—/^

Date and i

Place of Death* '

Disease

/ff -yfo
& -s/? Q&AlT,

j
Chief cause,

Du

( Contributing cause, O't,

( Chief cause,

ration {

\ Contributing cause,

I certify that the above is true to the best of my knowledge and, belief.

Si. M.D.
Name and Residence I

of Physician, )

* If an institution, state how long an Inmate and previous residence.



.

..r.



COMMONWEALTH OF MASSACHUSETTS

RETURN OF A DEATH

FULL NAME negisxereq ivo......^y_y

r,;' io ^ <,

left-.. Jo^r. Age

{CITY OR TOWN.)

Registered No.

Residence' ..years.. ..months days

STATISTICAL DETAILS

SEX COLOR A

~hu*/e XyhH^Xl
SINGLE, MARRIED,
WIDOWED, OR
DIVORCED S

'

vV/L-r^ <

MAIDEN NAME t

HUSBAND’S NAME t

NAME OFll«mi- VII ’ . jm

BIRTHPLACE
OF FATHER*

ft. -U—
MAIDEN NAME
OF MOTHER

BIRTHPLACE
OF MOTHER t

C rO r~i-

I***.*'OiSl.

PLACE OF BURIAL OR REMOVAL II

UNDERTAKER

DATE OF BURIAL

I*#..

^-ADDRESS w . f »

rVi

0

/ 2-
-

PHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during last

illness, 6»cm .190^,4©- KSerr^r,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary: (J^<OC

.(duration)..

OlitriUutory : ...

(duration) .

(Signed)

/.Q . .T
-

. .TTm . 1 9 0 . £.

.

(Add ress

)

?JXL
SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

How long at

Place of Death? years months days

Where was disease contracted,

If not at place of death 7

Filed

. 190 .

Clerk

* City or town, street and number, if any. If death occurs away from USUAL RESI-

DENCE, give facts called for under “Special Information." If In a Hospital or

Institution, give Its NAME instead of street and number,

t In case of married or divorced woman, or widow.

O' State or country
;
also city, town or county, If known.

§ Name and address of person giving statistical details.

I
Name of cemetery.



rAAju^M~
Cg*y- ,°t, (‘lot*



[4-’04-37 LM.]

Permit No..

RETURN OF DEATH.

(If a married or divorced woman give maiden name, also name of husband.)

Sex, Color,.. ...Condition,.
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age,.(o. Years,. f
~~~ Months, Days. Occupation,.

Residence,.. W*r c-
" TAdaza

Place of Death,.

Place of Birth, L

W%rd,

Date of Birth, 7 ,7/ufu^Q C/ezp
' ^ '-5

a.ytOdDyName and Birthplace
)

Maiden Name and Y^)uJdAd. QaPiAz /&*J?
Birthplace of Mother, ) (ffZhD n m

j

Place of Ititermeiit, ..^^N.dNf\y^

gC l& t.

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.
*"**—

' CkPf.. AA.
Name and Age )

of Deceased, )

7/
190....Q.

Age,..hi years.

Date and
.} WeZfJfJL. /9f £

Chie

( Contributing cause,.

Duration

Place of Death

Disease

j
Chief cause,

i Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

l, CK-rt Z- M.J).
Name and Residence )

of Physician, )

'Han Institution, state how long an Inmate and previous residence.



*

'

' *

*

M
i
u>m-n . — — imu-mm i . ! «
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Permit No..

RETURN OF DEATH.
BOSTON . MASS.

ZPoZ Bate of Death,.

Name in full, . ZZfxA L Ze^f

(If a married or divorced woman give maiden name, also name of husband.)

(Single, Married, Widowed or
Divorced.

)

Sex, Color,.. ZZjZZ/xl Condition, ZyNYTTI.CPnZ
(White, Black, Mixed, Chinese, (Single, Marri

Indian, etc.) Divo

Agef'j 0 Years, f~>-^J\Ionths,...c~7: Pays. Occupation,

Residence,... Z/<2: ./<rZ<<^/r. /r/*; /C Z s 1Fardf

Place of Death, Zf /Z /6 ,£.s~tpZc- JZjjRZ&t? ,

^
A (State year, month and day.)

Place of Birth, Date of Birth,

Name and Birthplace
j Qjyi*ZZ\AAYVC^

of Father, )

Maiden Name and )

Birthplace of Mother, )

Place of Interment, FC / £ ^ 2 .^ /

(f jZ^ O /y
tlP'D/VifA' '

Undertaker.

fZZ'Zcisi/isi/Z^DuA
PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Sf..x < * v A?

D'

T \ CiwM*. H.,

T - /£<?. fe

Name and
of Deceased , )

-

Date and )

Place of Death,* j

^

f Chief cause,

Disease < ,, >

( Contributing cause, &

—

, <£ f "... 190
.

g...

Age, r° years.

£ /

Duration \

7cfctfzf.Chief cause,

{ Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

Namêe and Residence ) C-N? /) CjC. Cf
of Physician, I

i^C^rzi^e/ Tj 7 M.D.
*lf an institution, state how long an inmate and previous residence.



• -•

'

— *

-



|[4-’04-37-LM.]

Pei'mit No..

RETURN OF DEATH.
BOSHffl, MASH.

Name in full,..

Sex ,

(If a married or divorced wojjian^give maiden name, also name of husband.)

Color,
(White, Black, Mixed, Chinese

Indian, etc.)

(Single, Married, AVld^syed or
Divorced.)

(State year, month and day.)

Age.cAfy Years, (f~N Months, . W— Days. Occupation,

Residence, Ward,

Place of Death,

Place of Birth, ^ Date of Birth,
{

_

|
Name and Birthplace

j

,/^tJ.JUd — 'dA

.

Maiden Name and
j Ud/l£J — -

Birthplace of Mother, ) y? y ^

&%d> zr*
Undertaher.

Place of Interment, ...

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Name and Age )

of Deceased, I
-

Date and i

Place of Death,* )

//

' Af/sA c3 a " 190B.

Disease

H J
' \ A

j
C Chief cause, / f

1

'-Cr'y.— <—
) Contributing cause. A 0

Age, ...9Ay years.

<f?b [A&A AP

A
<r

( Contributing cause,.

Chief cause, Aa....(A.YWA.

Duration
Contributing cause,

I certify that the above is true to the best of my tynowledge and belief.

Name and Residence I

of Physician, )

1 If an institution, state how long an Inmate and previous residence.

M.D.



'

-—« -m* - — — 'Wt • —



[4’04-37-LM.]

t

Permit No.

RETURN OF DEATH.
BOSTON, MASS.

J c) Cd

Residence, Ward,

Place of Death, QthSSZ<r/o
(State year, month and day.)

Place of Birth, Date of Birth, ^r~.

Name and Birthplace
j jffD) IDXlJU JULOk

of Father,
.1 r ^ ^ ^

Maiden Name and )

Birthplace of Mother, ) ^ „ .

Place of Interment, W^Y..

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

C/yca- < 'V 190 .1?
Name and Age

|

of Deceased, I

Date and
Place of Death

CZ<Pld^... Y VPJJLf.. Age, if iT'years.

1 So" r^d £> — //S~-Sfj/

•' <WK_ ^

Disease

Duratio

J
Chief cause,

Contributing cause,

Chief cause,

( Contributing cause, L 1

I certify that the above is true to'lhe best of my knowledge and belief.

KName and Residence )

of Physician, )
•—

’ If an Institution, state how long an Inmate and previous residence.

M.D.





4-’04-37 LM.]

Permit No..

RETURN OF DEATH.
r, MASS.

Name in full,

Bate of Death,.. /yo^)

^ a marr'ec* or divorced woman give maiden uanie, also name of husband.)

Sex, I yJfsisisifJ P n Color, Condition,
• (White, Black, Mixed, Chinese, (Single, Married, Widowed or

Indian, etc.) Divorced.)

Age,.%f(>... Years, / Month/,, f^/. Bays. Occupation, ^

Residence, Wm'4rr

Place of Death, d /

Place of Birth, CZN/l: /QkP.JL ~ Bate of Birth, ; &/oS
(State year, month and day.)

Name and Birthplace
| jp /,

of Father,
j 4

Maiden Name
Birthplace of Mother

Place of Interment,

and
1

other, J / \ j ( * O J

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Name and Age
j

of Deceased, )

Date and
Place of Death

{

Chief cause,..^

Contributing cause,

f Chief cause, S...ff.

Duration < *

( Contributing cause,

*7 " 190

dge, lT /years.

I certify that the above is true to the best of my knowledge and belief.

Name and Residence 1 - •' _ r.

of Physician, )
11....V

*

•If nu Institution, state how long an Inmate and previous re



-

*

r
' X,

/

*//

/



4 *04-37 LM.]

Permit JVo..

RETURN OP DEATH.
BOSTON, MASS.

Name in full,

Date of

b

L

Sex,.

(If a married or divorced woman give maiden name, also name of husband.)

Color, Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age,4j Years, Af, Months, A?

<

9Days. Occupation,

Residence, CSlAytJtd/V'# Ward,

Place of Death, (Dry /8 (Tyrol Y y}c£sfyyry~ (yhjMdyff.
(State year, month and day.)

Place of Birth, ) YDP. Date of Birth, C^4/U^. / b/o

Name and Birthplace
j ..j&l'..

of Father,
) ^ / )̂ 'n f)j y

Maiden Name and P \ /fnp JOv?AaA- A
Birthplace of Mother, ) /C „

UkPlace of Interment, NY.L.Df)/oUfc

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

n osfen-,.... flax. 190A..
K
7Y:tet

]PBm^ja (a t

Date and '

~A) -/7-T'i ! ( T. t
. Y"TgTp .C. (P*?'T>Pl AtTt Q/t/1tn £pf< e

Place of Death,*)
. .

7

f Chief cause,

Disease -< f\

( Contributing cause,

Duration
( Chief cause, ...

t mo <

6
"

i

IP D-

Contributing cause,

I certify that the above is true to the best of my knowledge a,nd belie

]

Name and Residence I

of Physician, )

* If nn Institution, state how long iy^ Inmate and previous residence.

M.D.

g^in





ALL

NAMES

TO

BE

IN

FULL

COMMONWEALTH OF MASSACHUSETTS

(CITY OR TOWN.)RETURN OF A DEATH

FULL NAME-. ^ /... Registered No /..Q.

Place of
l /^o, , .

Date of
! AfTr7/ y a

Death * \ Death S
’ Z

Age &£. '“>ar5 ^
Residence ..years..

190

months days

STATISTICAL DETAILS

\ IlLja
sex COLOR SINGLE, MARRIED,

CL^i7
BU“ A" E

’ ^L., A. /?~A
BIRTH PLACE t

TV

NAME OF

BIRTHPLACE
OF FATHER X

MAIDEN NAME
OF MOTHER

Q,. Qjtur^/.
BIRTHPLACE
OF MOTHER?

OCCUPATION

^77**' 2asi.. A' 'T&'A-T* cv
INFORMANT 5 s

PLACE OF BURIAL OR REMOVAL II DATE OF BURIAL

UNDERTAKER ADDRESS

A /- 1

PHYSICIAN'S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during las

illness, from 190 to 190

that to the best of my knowledge and belief death occurred on th

date stated above, and that the CAUSE OF DEATH was as follows

Primary:

Contributory:

.(duration) DAY

SPECIAL INFORMATION only for Hospitals, Institutions, Transients

or Recent Residents.

How long at

Place of Death? years months day

Where was disease contracted,

If not at place of death?

Filed

190 d.
Clerk

* City or town, street and number, If any. If death occurs away from USUAL RESI

DENCE, give facts called for under “Special Information.” If In a Hospital or

Institution, give Its NAME Instead of street and number,

t In case of married or divorced woman, or widow,

t State or country; also city, town or county, If known.

$ Name and address of person giving statistical details.

II Name of cemetery.
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[4’04-37-IjM.]

Permit No..

RETURN OF DEATH.
I3Q^TQ1N , MASS.

(

Name in full,..

Bate of Death,.. rz Q

Sex

(If a married or divorced woman give maiden name, also name of husband.)

,

Po&Z— Color, Condition, 9ft tS-A-A-sA-.
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age, sc Years, J? Months, . Days. Occupation,.

Residence,...N...c[!...
/B/ Ward,

Place of Death, ...'1 [l '
' *

(State year, month and day.)

Place of Birth, SStSldD Date of Birth, ~Cy^6 /x, / & S

^h-uz,Name and Birthplace

of Father

,

Maiden Name and )

Birthplace of Mother, J

Place of Interment, 9P

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston,. PA... 190A.^ <5?>^ '-Clge,. A<* years.

z > .

Name and Age
)

of Deceased

,

j
—

Date and )

Place of Death,* j

{

Chief cause,.. 62

Contributing cause,

Duration
( Chief cause,

i nr) J

l Contributing cause,

I certify that the above is true to the best of my knowledge and belief.

2jfp£,. M.D.
Name and Uesidence )

of Physician, )

>lf an Institution, state how long an Inmate and previous residence.

21





[b-’06-37-LM.]

Permit JVo.

RETURN OF DEATH.
noiTom, mass. fyfutZ/L^ "Ttr

£
miden name, al|o name of husband.)

Date of Death, ^
f fa f «

o' £

Name in full, Jfyfa <r^y' T
^

" } fac^<^ /NuP..?e.^

/ (if married or divorced <Snn£l^lve mai

Sex, Color, Condition,
ri (White, Black, Mixed, Chinese,

r 4 P~ / O r
‘ '

Indian, etc.)

Age, ^ Years,Vr "Months
, x Days. Occupation,

(Single, Married, Widowed or
Divorced.)

P^esidence,

Place of Death,

Place of Birth, ^ Date of Birth,,

Name and Birthplace

|
, "i

(State year, month and day.)

0/ Father,

Maiden Name and
Birthplace of Mother, )

Place of Interment,

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston ,
JYoy~ fak 190b .

ffoZ’.LN 1 }>lAAy Age,. ...years.

I hereby certify that I attended deceased from A Ma. J90 SZ to

h \0eT
alive on the V_Mr&0 , that I last saw. W-c-v alive on the *— V 0/. /Y 19<>lo,

that Q_h^A died on the.. XSNU. day of )Y i 9 0 (a. about .-2. o’clock

drLuirM7, or P.M., and that, to the best of my knowledge and belief, the cause of.
l

was as follows:

f Chief cause, •sr’

Disease ,

|
Contributing cause

f Chief Cause,

Duration

death

|
Contributing cause, OjLnv~xN\N-&-^-~ \ylN-^c<A\yO

"Vi0 \ M.D.
•If an institution, state how long an inmate and previous residence.
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STANDARD CERTIFICATE OF DEATH

oJ&J...

BOSTON
(City or town.)

[If death occurred in

.Ward) a hospital or institution,

give its NAME instead
of street and number.]

*FULL NAME
[If married or divorced woman or widow

give maiden name, ' '— ’ '

“RESIDENCE
, also name of husband.] ..yrj. ,/^J.

Registered No.
j} Pfl-

PERSONAL AND STATISTICAL PARTICULARS
s SINGLE,
MARRIED,
WIDOWED,
OR DIVORCED
( Write the word)

11 DATE OF BIRTH 7- sfZk
(Day) (Year)

7 AGE

Y. „..yrs. mos. ds.

If LESS than

I day, hrs.

or min. ?

8 OCCUPATION

(a) Trade, profession, or

particular kind of work

MEDICAL CERTIFICATE OF DEATH
18 DATE OF DEATH

Tt*TO
I

(Month)
H

(Day)
191
(Year)

17
I HEREBY CERTIFY that I attended deceased from

191 to 191

that I last saw h alive on 191 ,

and that death occurred, on the date stated above, at m.

The^CAUSE OF DEATH* was as foUoyrs :

(b) General nature of industry,
business, or establishment In

which employed (or employer)...

• BIRTHPLACE 7
(State or country) / 1

10 NAME OF .

CO
1-
z
LU

11 birthplace
OF FATHER V
(State or country) rS ,

/<UY-(
<
CL

12 MAIDEN NAME ,
OF MOTHER y .

..(Duration) yrs.
,

..ds.

Contributory
(secondary)

(Duration) yrs mos. es.

(Signed) M.D.

, 191 (Address)

* If death followed injury or violence the certificate of death must be made
out by the Medical Examiner.

18 LENGTH OF RESIDENCE (FOR HOSPITALS, INSTITUTIONS, TRANSIENTS, OR
recent residents).

At place In the
of death yrs. mos ds. State yrs. mos. ds....

Where was disease contracted,

If not at place of death 7

Former or
usual residence

rr,PLACE^OF^I^AL^R^R E MO^L
^

~
F BUR AL

"UN» UNDERTAKER^-. y
Registrar

191.

ADDRESS



STANDARD CERTIFICATE OF DEATH.

Statement of occupation. — Precise statement of occupa-

tion is very important, so that tire relative health fulness of

various pursuits can be known. The question applies to each

and every person, irrespective of age. For many occupations

a single word or term on the first line will be sufficient, e. g.,

Fanner or Planter
, Physician, Compositor, Architect, Loco-

motive engineer, Civil engineer, Stationary fireman, etc. But

in many cases, especially in industrial employments, it is

necessary to know (a) the kind of work and also (6) the nature

of the business or industry, and therefore an additional line is

provided for the latter statement; it should be used only when

needed. As examples: (u) Spinner, (6) Cotton mill; (a) Sales-

man, (b) Grocery; (a) Foreman, (6) Automobilefactory. The

material worked on may form part of the second statement.

Never return “ Laborer,” “ Foreman,” “ Manager,” “ Dealer,”

etc., without more precise specification, as Day laborer. Farm

laborer, Laborer— Coal mine, etc. Women at home, who are

engaged in the duties of the household only (not paid House-

keepers who receive a definite salary), may be entered as

Housewife, Housework, or At home, and children, not gain-

fully employed, as At school or At home. Care should be taken

to report specifically the occupations of persons engaged in

domestic service for wages, as Servant, Cook, Housemaid, etc.

I f the occupation has been changed or given up on account of

the disease causing death, state occupation at beginning of

illness. If retired from business, that fact maybe indicated

thus: Farmer ( retired , 0 yrs.). For persons who have no

occupation whatever, write Hone.

Statement of cause of death.— Name, first, the disease

c ausing death (the primary affection with respect to time

and causation), using always the same accepted term for the

same disease. Examples: Cerebrospinal fever (the only

definite synonym is "Epidemic cerebro-spinal meningitis”);

Diphtheria (avoid use of “ Croup ”) ; Typhoid fever (never re-

port “ Typhoid pneumonia ”) ; Lobar pneumonia ; Broncho-

pneumonia (“ Pneumonia,” unqualified, is indefinite)
; Tuber-

culosis of lungs, meninges, peritonaeum, etc
, Carcinoma, Sar-

coma, etc., of (name origin: "Cancer” is less

definite; avoid use of "Tumor” for malignant neoplasms);

Measles; Whooping cough ; Chronic valvular heart disease;

Chronic interstitial nephritis, etc. The contributory (second-

ary or intercurrent) affection need not be stated unless im-

portant. Example: Measles (disease causing death), 20 ds.;

Broncho-pneumonia (secondary), 10 ds. Never report mere

symptoms or terminal conditions, such as “ Asthenia,” “An-

aemia” (merely symptomatic), “Atrophy,” “Collapse,*'

“Coma,” “Convulsions,” “Debility” (“Congenital,”

“Senile,” etc.), “ Dropsy,” “ Exhaustion,” “Heart failure,”

“Haemorrhage,” “Inanition,” “Marasmus,” “Old age,”

“ Shock,** “ Uraemia,” "Weakness,” etc., when a definite

disease can be ascertained as the cause. Always qualify all

diseases resulting from childbirth or miscarriage, as “Puer-

peral septicaemia,” “ Puerperal peritonitis,” etc. State

cause for which surgical operation was undertaken.

Cases for the Medical Examiners. — Under the provisions

of chapter 24 of the Revised Laws deaths under the following

conditions must be referred to the Medical Examiners:

1. Deaths following injury or violence, as Burns, Falls,

Drowning, Gas Poisoning, Suicide, Homicide, etc.

2. Deaths supposedly caused by violence, as Criminal

Abortion, Poisoning, Starvation, Suffocation, Ex-

posure, etc.

3. Sudden deaths of persons not disabled by recognized

disease, as A death upon the street, or one supposed to

be due to Alcoholism, etc.

4. Deaths under circumstances unknown, as A person found

dead, etc.



COMMONWEALTH OF MASSACHUSETTS.

RETURN OF A DEATH-1906.
CITY OF

BOSTON.
full name ar.tha . .R. .

.

Edmunds o.

n

Registered No. 1.0150

plac ® of
?
eath

\
Boston Hasp Charitable Bye & Bar Infirmary

and Residence
)

Date of Death Boy.. 3j.. . 906. Age years months days.

STATISTICAL DETAILS.

SEX CC

B

Maiden Name

Husband's Name.

Birthplace

Name of

Father

Birthplace
of Father

Maiden Name
of Mother

Birthplace
of Mother

SINGLE, MARRIED, WID., DIV.

M

.Mudie

Charles

England

.Robert...H

.England

.
Itar tha R Mud i e

p 3 i

,-BOS

PHYSICIAN’S CERTIFICATE.

I HEREBY CERTIFY that I attended deceased during last illness,

from 1906, to 1906,

that to the best of my knowledge and belief death occurred on the

[ate stated above, and that the CAUSE OF DEATH was as follows:

rS^^^--Ase.p.tiG--T-hrombosis-of--righ-t

us S-ina-a • •-SI day s
^ITAAA J/J J

Ire .....Ft* •••Inte-rnal-- Gavot-is

„ .
, ,

artery
Contributory : /

(Duration)
J

Cerebral -I SGhami-o--2-9 - days

(Signed) II. G Langwo rtiiy m • d.

.Housewife yNov-2-3- .1906.

SPECIAL INFORMATION from Hospitals, Institutions, Transients, or Recont

Residents.

T!

3

re

e

m°ov a I .I?!h .tfc.rofi . . .
.Cem.M&s 3

.

Undertaker Sumn.ar...Bl.oy:d

usual Residence.22.7....S}.iirl.e.y....S.t...\'/int.hr.o.p

I

Filed 1 906

1

~
Registrar.



?<*
6/



COMMONWEALTH OF MASSACHUSETTS

SEX COLOR SINGLE,

Qc/rviJU fakit.
WW6WtM)R
BIVOflCEJ)

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTH PLACE t

NAME OF/.
FATHER (

/(c

-

’t/K/v-v £ c

BIRTHPLACE

1 Jv: &
MAIDEN NAME
0F

in
BIRTHPLACE
° F “°™ER

‘/9 ^ 1

Yjfater-n </t'aGjv>
OCCUPATION

.

t/Vcryir
informant!

(krrR,

PLACE OF BURIAL OR REMOVAL II

(PlCrrC^'i

DATE OF BURIAL

vV fry. 190c
UNDERTAKER

trrvT Ouy\

ADDRESS q
1 (/rV'6/V»t tr^l W

Qxrfbc0 JkaM>

I HEREBY CERTIFY that I attended deceased during last

illness, from 190 .£..to I90X.

,

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

Primary:

duration).

Contributory:

CoURATIOn) DAYS

(Signed) t - M.D.

^^.^..F7r.....l90^..(Address

SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

How long at

Place of Death? years months days

Where was disease contracted,
if not at place of death?

Filed

190
Clerk

•City or town, street and number, If any. If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information.” If In a Hospital or

Institution, give Its NAME Instead of street and number,

t In case of married or divorced woman, or widow,

t State or country) also city, town or county, If known,

§ Name and address of person giving statistical details.

II Name of cemetery.
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[3-’06-37-LM.]

Name in full

,

Permit No.

RETURN OF DEATH.
BOSTON, MASS.

Date of Death, '2 ...d.A.

> . .. S'u-/A..r QipjlJ... ...

/ jf /)
/J)

. 1

Sex Color, QtC Condition
(White, Black, Mixed, Chinese,

Indian, etc.)

/

&NLAAC......UIN.. L.&UajcXN\..oL
(If married or divorced woman give maiden name, also name of husband.)

. M
(Single, Married, Widowed or

Divorced.)

Age, Years, Months, Days. Occupation,

Residence,* ... /A.A -:/

f

Ward,

Place of Death,.[x.

Z^....J^..0aN. re-

place of Birth,..MU
Name and Birthplace )

-

of Father, i

Maiden Name and
[

Birthplace of Mother, )

Place of Interment,

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston, Zf 190 6 .

MlZtstt \
CWkrto 0.7r- r? years .

I hereby certify that I attended deceased from 190(o , to
Ate-v Nf

19o(c, that I last saw alive onjhe fL.?.rcru..day of 190 &

that. died on the Xj.Sday of 190C>, about. elock

A.M., or P. M> , and that, to the best of my knowledge and belief, the cause of. —- death

was as follows

:

j
Chief cause,

Disease
Contributing cause,

f Chief Cause, .66

Duration \
Contributing cause, :

M.D.
*If an Institution, state how long an Inmate and previous residence.
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[3-’06-37-LM.]

Permit No.

RETURN OF DEATH.
BOSTON, MASS.

Name in full,

r
"" Date of Death,

D '/ c C C&sdc.

'

Sex,

(II married or divorodd woman give maiden name, also name of husband.)

Color, Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, ManWa, Widowed or
forced.)

Age, .It:.. Years, Ni Months, ....X* Days. Occupation,

Residence,* / ^ chz .&*»

—

Ward

Place of Death, .
.
/(A 4.

Place of Birth,..

(State year, mouth and day.)

Date of Birth,

^Name and Birthplace

of Father, ) Ny /
Maiden Name and

^
"

Birthplace of Mother

Place of Intertnent
,

A Cj

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston ,
190 (o.

i * < u ' -
' *» m.,,

I hereby certify that I attended deceased from ^A 19 (fa , to ^ -

19(U ,
that I last saiv c/LpPyi*. alive on the A day of

r^*~JW 190(o,

that ...died on the S daV °f ^ 19(fa>, about eL... o’clock

£
A.M., trr-fUM*., and that, to the best of my knowledge and belief, the cause of.. death

was as follows

:

Disease

Duration

( Chief cause,.

• n J

}iAXXJ^vicCi^

Contributing cause,

j
Chief Cause,

|
Contributing cause,

/*

/v-

* If an institution, state how long an inmate and previous residence.

... M. D.

i>lff^»r21





[3-’06 37-LM.]

Permit JV'o.

RETURN OF DEATH.
BOSTON, MASS.

Date of Death,

Nanne in full,

rv iman give maiden name, also name of husband.)

Sex, ...^^ Color, ..Condition, ... 'jHmsul&l
(White, Black, Mixed, Chinese,

Indian, etc.)

Age, *y/ Years, / Monthpf, Days. Occupation,

(Single, Married, Widowed or
Divorced.)

Reside?ice,

Place of Death,

Ward,

(State year, month and day.)

//

Place of Birth, PZ-yUdpsU' Date of Birth, i

Name and Birthplace
) gS.cM^ 24

JpSj

of Father,

Maiden Name and
Birthplace of Mother,

Place of Interment,

Undertaker.

Name and Age

of Deceased,

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Q
Age, yA/ years.

I hereby certify that I attended deceased from...gffa}1/f. 190 , to.
^

190 ft
,
that I last saw alive on the day of 190f,

that.....hiJml ..died on the... day of 190f, about /
gi.x.grC..o’clock

or P.M., and that, to the best of my knowledge and belief, the cause of. —-*> death

was as follows: ^
( Chief cause, -*....

Disease < ^ // / '

(
Contributing cause, GPj/f.. S*<grssfaf44&.-&i<2-

f Chief Cause, Cu*u&..kr}ucsP&rr.

Duration / ^

( Contributing cause,

<£. 4? ,.^..«^<sd M. D.

* If an Institution, state how long an Inmate and previous residence.
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COMMONWEALTH OF MASSACHUSETTS.
CITY OF

RETURN OF A DEATH-1906. BOSTON.
FULL NAME R.Qftert .lalke.r Registered No. 10545

Place of Death
\ Boston Carney Hospital

and Residence
j

"

Date of Death T?..9....9 1906. Age..
8

.

8
years 9 month* .f^.Tdays.

STATISTICAL DETAILS. PHYSICIAN’S CERTIFICATE.

SEX COLOR SINGLE, MARRIED, WID., DIV.

M 31k M
1 HEREBY CERTIFY that 1 attended deceased during last illness,

Maiden Name

Husband’s Name f

that to the best of my knowledge and belief death occurred on the

date stated above, and that the CAUSE OF DEATH was as follows:

jQsx.
Pneumonia 5 days

j
jk

q. ,
,

Witchita Kanstt***^

(Durati^r^A

IIm 1

\ <r<DN

N ai
y
e of Ralph V%'

Xjo
Birthplace
of Father

'©rifm iyl I

QTAyaJi •$/ J
3®-

[EnK^j.yT.

Contributory -Asthmatic Bronchitis

Maiden Name
of Mother

(Duration)
j

9 days

Birthplace
of Mother (Signed) A 0 Trottier MD

Occupation T. D.e.c....7 1906

Informant

SPECIAL INFORMATION from Hospitals, Institutions, Transients, or Recent

Residents.

Rear.

Place of Burial Woodla'«Tn Everett Mass
or removal Usual Residence

180 Shirley StWirithropMas

Undertaker 1.. A..Jrink Filed P.£.Q...Q. 1906

A true copy. _ /7A—
Registrar.
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[3’06-146-VM.] (FOR POST-MORTEM EXAMINATIONS ONLY.)"

Permit No.

RETURN OF DEATH.
oydfliA /<=> BQSXOIS, MASS.

7
Da/d of Death

Name in full, dauJc/At fL, /} 1

"{ / rN "//0

pi'i'i i ./) f£/.

.

Yfyiid, eft , ...Date of Birth,

(State year, month and day.)

(If married or'oivorced woman give maiden name, also name of husband.) yi

Sex, /IAmJjL Color, Condition, A) f > taJjL*.
1

(White, Black, Mixed, Chinese, (single, Married, Wjfiowed o

Indian, etc.) Divorced

Age, bi5~Years, ...( Months,/^— Days. Occupation,

Residence, QAftldA ft/ T AA.Cff' X t .Ward,

Place of Death, (n ,

Place of Birth,

Name and Birthplace )

{

^lA/i \s]\a i <r 7.11 '\U_

of Father, )
^

Maiden Name and ) /_ f, l 4. /U'P l AKh
Birthplace of Mother

,

)
'

'n A r . /ft
dace of Interment, / f l /ffl l f/4 aL V;// IaLea </ .r.

4/ff urV
Undertaker.

MEDICAL EXAMINER’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston, 190 C> .

I hereby certify that I viewed the body of

Name, ^
<
92'Co?£N? Age,ft ^ years,

who died on the /*/ ^ day of 190

and to the best of my knoivledge and belief, the cause of^^e7 death was

as folloivs

:

Autopsy

Contributing cause, Ji

<3^
L

/La m U t^ & /ft^^7
/ ^

u ivgffiKn

Disease,
T Chief cause

“ ,cz



*



[3-’06-37-LM.]

Permit No.

RETURN OF DEATH.
uojaxuw; 'MA89i

(fausaJzsfi

Date of Death, / X / f'o &

Name in full,.

Sex,

(If married or divorced woman give maiden name, also name of husband.)

Color, uCN. Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

(Single, Married, Widowed or
Divorced.)

Age, Tears
, Months, -Z^fvctys. Occupation,

jjz c^rResidetice,

Place of Death,

Place of Birth

^^7

f State^vear. month and day.)

,
. Date of Birth, Yy C es o C

Birthplace ) (j£f^CC-i PP-& «J> C—v, Yu (3^
ther’

j <u«nNg

Name and
of Father

Maiden Name and
Birthplace of Mother

Place of Dxtenyient,

Undertaker.

X7Zn
easT\ |

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston,.. ,.fC, iP 190 L..

Age, JQ. ..^years.

I hereby certify that I /attended deceased from 190^ , to.M^/ U(>

„ ,
)
f

190 b, that I last saw ... ..J^ive on the I'Y. day of 190 1,

that 4-dL died on the I day of U-<C^ 190 b, about o’clock

4.M., or P.M., and that, to the best of my knowledge and belief, the cause of... 'N~P. death

was as follows

:

Disease

( Chief cause,

>/? P

M
Contributing cause,

Chief Cause €h.

Duration j
Chi

|
Contributing cause,

2

CsU M.D.
•If an Institution, state how long an inmate and previous residence.

>21





COMMONWEALTH OF MASSACHUSETTS

FULL NAME ozl
Place of

STATISTICAL DETAILS

SEX COLOR

MAIDEN NAMEt

HUSBAND’S NAME t

SINGLE, M A R RI E D
,
—

wwawce? on— -

W VOtttjE B —

-

BIRTHPLACE t

OCCUPATION

IN FORMANT §

PLACE^OF^BURIAL OR REMOVAL II DATE OF BURIAL

ADDRESS

rirrsiciAN’s certificate

I HEREBY CERTIFY that I attended deceased during last

illness, from 190 to 190

that to the best of my knowledge and belief death occurred on the

date stated above,
#
and that the CAUSE OF DEAJH was as follows

:

Primary

lieu dUUVC, cUlU in<U lI1E—WAuop wr

r:

.(duration) OAYS

Contributory:

. (DURATION) DAY Si

M.D.(Signed)

^^.../.^.....l90^..(Address).
<

^.^...^ft^ag^ Ĵr:&..-.f^!_
SPECIAL INFORMATION only for Hospitals, Institutions, Transients,

or Recent Residents.

How long at

Place of Death? years months days

Where was disease contracted,

if not at place of death?

Filed

.190.

Clerk

City or town, street and number, if any, If death occurs away from USUAL RESI-

DENCE, give facts called for under "Special Information." If In a Hospital or

Institution, give its NAME instead of street and number,

t In case of married or divorced woman, or widow,

t State or country; also city, town or county. If known.

§ Name and address of person giving statistical details.

II Name of cemetery.
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COMMONWEALTH OF MASSACHUSETTS

,
RETURN OF A DEATH (CITY OR Town.)

FULL NAME R.gister.d No

"*“•'} t 4. >/ *“"} A^C / 7 '-

7}-; y > yyy--; jrr. i D'a,h ( / 190 <:

1
,

v > 1 '.-'/s t /- .•/ r
Death

'

Residence A...
A

Age .rxnf?. .....years ^rf. months .^!Tm days

STATISTICAL DETAILS

SINGLE, MARn i lrD,
W400WE^-©R
D+^ofteee-

MAIDEN NAMEt

HUSBAND’S NAME t

BIRTHPLACE!

NAME OF
FATHER /

;;;
BIRTHPLACE
OF FATHER!

MAIDEN NAME
OF MOTHER

AA/f' f &as?m / /r
BIRTHPLACE
OF MOTHER! ~A

'QJjAD-

OCCUPATION

IN FORM ANT §

PLACE OF BURIAL OR REMOVAL II

UNDERTAKER

AT

DATE OF BURIAL

feg;..,,JL190-.

PHYSICIAN’S CERTIFICATE

I HEREBY CERTIFY that I attended deceased during las

illness, from 190 to 190

that to the best of my knowledge and belief death occurred on th<

date stated ajrf^ve, and that the CAUSE OF DEATH was as follows

Primary: H . .fT)TT^TV?rrT^.

Contributory

(Signed). Q'ltiht.

.JtQaJ-.K l90.L..(Address)....i^^!

SPECIAL INFORMATION only for Hospitals^1

Institutions, Transients

or Recent Residents.

How long at

Place of Death? years months day:

Where was disease contracted,

if not at place of death?

Filed

.190.

Clerk

* City or town, street and number, if any, If death occurs away from USUAL RESI-

DENCE, give facts called for under “Special Information.” If In a Hospital or

Institution, give its NAME instead of street and number,

yt In case of married or divorced woman, or widow,

t State or country; also city, town or county. If known,

§ Name and address of person giving statistical details.

Name of cemetery.
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[3-’06 37-LM.]

Permit No.

RETURN OF DEATH.
BOSTON, MASS.

Date

Name in fall,

of Death, J<P.. f.
- ^

(If married ^TTtHmrced woman give maiden name, also name of husband.)

Condition, AAi: d/qA;
(Single, Married, Widowed or

// Divorced.)

Months, NNrDays. Occupation, /./.PAYS. m.i...

(White, Black, Mixed, Chinese,
Indian, etc.)

Sex, //{(/..Jf. if Color,

, . . Years, ('"

7 /7 l -Ward

(State year, month and day.)

Age
4

Residence,

Place of Death, //Ad (Q/wzJ CAym±YAW
U . r t V . ,

Place of Birth,/;//fAQ & A /r Date of Birth,

Name and Birthplace ) /0.AAAAA.A^cp. ...

^

c/pAO)
of Father, i

(T) / , f 7^ c

Maiden Name and
) J/l {.{2A.4f . 7/ /jA

Birthplace of Mother,
) rdAAA/i

—
— 7 ^ o f

Place of Interment,

Undertaker.

L
PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

Boston,.. /&. <. Z./.A,. , 190& ...

Name and Age ) /yyi . y ^
of Deceased, I

Jtge,...£B..,....years.

I hereby certify that I attended deceased from * •

(( 190C , to .'. I

190 ,
that I last saw ..fu/Anr^.... alive on the /*?... 1/' day of .ffdr^r^.-..-.-. 19OP,

that died on the day of /Op***:.,. 190/, about i? o’clock

A.M., or P.M., and that, to the best of my knowledge and, belief, the cause of. death





[S-’06 37-LM.]

Permit No.

RETURN OF DEATH.

Sex, ... .... Color, Condition, Jd/i(I f 1yf.PJcJ
(White, Black, Mixed, Chinese, (Single, Married, Widowed or

Indian, etc.) Divoi'ced.)

Age, JJ'JJ. Years, Months, /CS^-MIays. Occupation, .. i.pjj. djMAAAlMI/es

Residence,* J.O Ward,

Place of Death,... ...„ cTeT. o' 6-y/
s

{ *S/7
' (State year, mouth and day.)

Place of Birth, jJ.IL/ //d.:. /jf.UAfl.YJd^Y. Date of Birth,..

Name and Birthplace \J>J C.?..&f.P.. .t.<:Sd't.r. ....L^^l. .Z^.,. Er. .Q .1 1/jSl/LP.nn. t
, .

Maiden Name and \UumUay. QJ.iA.ejyisXs.. YD. .*? l/n /1 \ t tn^NS....
Birthplace of Mother, ) .

f fj fa
Place of Interment, .....Jx.lJJi/i, i/tj...

9

C ff.
/7

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

f}ftvU£viD0 Boete* ,. 1 90*?....

CphNCi. !
- Is vM /±4J... Age,.,?/., years.

I hereby certify that I attended deceased from 1 90 C, to
^ <

’../. —

•

190 b that I last saw. .. alive on the J.J.. day of dsk£r:<rr 190 J,

that ~tJr. died onthe JJ.^....day of Jf-rfrr. 190 , about JJ ..o’clock
A

A.M., or-P.M., and that, to the best of my knowledge and belief, the cause of. death

was as follows : ? / O L l * g

j
Chief cause, J QpL£

A
dl due Uscyst/ytrisCA?

.QJt.NnY..

Disease

Duration

If an Institution, state how long an Inmate and previous residence.

6/
Contributing cause,

j
Chief Cause,

Contributing cause,

M. D.

ft.21
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[3-’06 37-LM.]

Q/,

Permit No.

RETURN OF DEATH.
DO^TQNr MASS.

r

Name in fall, ...^yf.^ppt.(.2..vi.. LLa' \/)/.l.M

.

Dc ^of Death,.

Sex,

(If married or divorced woman give maiden name, also name of husband.)

..Color, QAlflUfUc..! ...Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

</?

Age, 0..fo. Years, ( ^ Months, ...CRN. Days. Occupation,

*
... OA dhi $- /o O'M/AsLgh Wafdrr r

'mhu.k
(Single, Married, Widowed or

Divorced.)

'sjU.

Residence,'

Place of Death, ^ fl/, (JvP/ CPf..

.

Place of Birth, ...gg.fl.Cl: 'o.
. . Date of Birth,

Name and Birthplace

j
/fg)/ 1. g[ iffg, /. 1 .) r

Maiden Name and
j.

«r .

.

Birthplace of Mother, )
.. , ....

(State year, mouth and day.)

nirtapiace oj JYLot/r'LC'i > ) s* \ i

Place of Interment,

Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE OF DEATH.

'BostZm . . ,*2> Ci....
‘ 190 (=>..

*
“cgBccetstd ,

0

1
^^AAAA^fy . Age, A.. £> years.

S. , /) . i<*

I hereby certify that I attended deceased from ....'. f 190b , to f

190 , that I last saw

/U
Yk\yy\ alive on the . day of

t-'<—<-7^ 1902^

that.
C

\

...died on the Jrrr. V day of. hN£-^=~~.

A.M., or P.M., and that, to the best of my knowledge and belief, the cause of

was as follows
: J / ' f

y by^Jvcvi/^ /)

190 b, about o’clock

—p death

Chief cause,

Disease
Contributing cause,





[3-’06 37-LM.]

Permit No.

RETURN OF DEATH.
BQSmN, MASS.

Name in full,

~^J)ate of Death,

qJd.

Sex

(If married or divorced woman give maiden name, also name of husband.)

> .

.

JDPIRAPCJL- Color, S Condition,
(White, Black, Mixed, Chinese,

Indian, etc.)

Age, . d Years, C? Months, (SRs^. . . .Days. Occupation,

Residence,* C ^ Ward,

Place of Death,

(Single, Married, Widowed or
Divorced.)

(State year, month and day.)

Place of Pirth, ^ Date of Birth,

Name and Birthplace ) — ,.1^..(2;i££ 0/
Maiden Name and ) <Z >/.//

"A WBirthplace of Mother, ) / J ^
f / ~) Cf ^

Place of Interment, Q/./t..l/l^QJn.,aRsN. /U a.
IDlAMlyf /far (Nj Clf

7r~dXaM<Qj? Pi/lg Isy)

'fLkhNhDP.:l..B UfiGLl..
' Undertaker.

PHYSICIAN’S CERTIFICATE OF THE CAUSE O F[ DEATH,

«, =8^, y /. 190 .-^.

Name and Age )

of Deceased’, I
( J-’ LA£e, £ years.

I hereby certify that I attended deceased from 'If. 190(? ,
to — "2Ad

19()\c, that I last saiu ...sLl-^Ul alive on the h^PS-..^f..r?....day of ,,-rr. 190-C,

f o / ^ 2L r
that...Cpfyfrrrr. died on the A....'

SP. day of ~T ...190 -fc? about o’clock

A.M., or P.M., and that, to the best of my knoivledge and belief, the cause of death

was as follows

:

Disease

Duration

/ v 1/ tv O • i

j
Chief cause, QSw......?Sfe&->. „

} Contributing cause, ^

f Chief Cause,

j
Contributing cause,

* If an Institution, state how' long an Inmate and previous residence.

M.D.
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[3-’06 37-LM.]

Permit JVo.

RETURN OF DEATH.
BOSTON, MASS.

Name in full,

r

Date of DeaDv, _..r.

UnUL). (^tp{4/OA/fL

:<r\
(If married or divorced woman give maiden name, also name of husband.)

Sex, .^^EdNUZ£jly. Color, Condition, 2.1dyfAA..i,iAjcfj
(White, Black, Mixed, Chinese,

// Indian, etc.)

Age, Years, c2j Months, gfy~ Days. Occupation,

(Single, Married, Widowed or
Divorced.)

Residence,* v r
.
CMMJCPMYY. ’ *2 ODQ A). Wordy

Place of Death,. •') 3 fc-S>iJre /S/>ee/
(State year, mouth and day.)

Place of .

Bate of Birth,

Name and Birthplace

|

....(^/2njza^.(2Aa. -a IdJ]ArWidn..

Maiden Name and ) ^C2^/nJl —7 . QM^/n/JL 2

,

Birthplace of Mother, ) h/1 t * -
'

(

\,

>4-

Place of Interment,

Name and Age
\

of Deceased, )

physiciaints certificate of the cause of death.

:'-^v4 i Tfl vtfo-BSSm, . {.. I ife< £l i& 190C .

ffl
r

£ C2 _/, id I if£,

a

. fftu rn l/f Age, 0 1/ years. Al —
I hereby certify that I attended deceased from, . ...... 0...p. 190 ( , to PS.. A®...

"7

19ob, that I last saw
f®.

1

. alive on the 'Z.p......... day of 190 (q •

: d-r- i / I

that died on the .7 day of . : S : , 190 , about ,.../3 o’clock

Lu deathA.M., or 7*rM., and that, to the best of my knowledge and belief, the cause of.

was as follows:

( Chief cause, ,!fcV

Disease \

Duration

(
Contributing cause,

j
Chief Cause,

Contributing cause,

M. D.

If an Institution, state how long an Inmate and previous residence.

-

1
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